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INVESTING IN AMERICA’S HEALTHCARE

TUESDAY, JUNE 4, 2019

HOUSE OF REPRESENTATIVES,
SUBCOMMITTEE ON HEALTH,
COMMITTEE ON ENERGY AND COMMERCE,
Washington, DC.

The subcommittee met, pursuant to call, at 10:01 a.m., in the
John D. Dingell Room 2123, Rayburn House Office Building, Hon.
Anna G. Eshoo (chairwoman of the subcommittee) presiding.

Members present: Representatives Eshoo, Engel, Butterfield,
Matsui, Castor, Sarbanes, Lujan, Schrader, Kennedy, Cardenas,
Welch, Ruiz, Dinged, Kuster, Kelly, Barragan, Blunt Rochester,
Rush, Pallone (ex officio), Burgess (subcommittee ranking member),
Upton, Shimkus, Guthrie, Griffith, Bilirakis, Long, Bucshon,
Brooks, Carter, Gianforte, and Walden (ex officio).

Also present: Representatives Schakowsky, Soto, O’Halleran, and
Rodgers.

Staff present: Joe Banez, Professional Staff Member; Jeffrey C.
Carroll, Staff Director; Luis Dominguez, Health Fellow; Waverly
Gordon, Deputy Chief Counsel; Tiffany Guarascio, Deputy Staff Di-
rector; Stephen Holland, Health Counsel; Zach Kahan, Outreach
and Member Service Coordinator; Josh Krantz, Policy Analyst; Una
Lee, Chief Health Counsel; Aisling McDonough, Policy Coordinator;
Meghan Mullon, Staff Assistant; Samantha Satchell, Professional
Staff Member; Kimberlee Trzeciak, Chief Health Advisor; Rick Van
Buren, Health Counsel; C. J. Young, Press Secretary; S. K. Bowen,
Press Assistant; Jordan Davis, Minority Senior Advisor; Margaret
Tucker Fogarty, Minority Staff Assistant; Caleb Graff, Minority
Professional Staff Member, Health; Ryan Long, Minority Deputy
Staff Director; J. P. Paluskiewicz, Minority Chief Counsel, Health;
Brannon Rains, Minority Legislative Clerk; and Kristen Shatynski,
Minority Professional Staff Member, Health.

Ms. EsHOO. The Subcommittee on Health will now come to order.
The Chair now recognizes herself for 5 minutes for an opening
statement.

OPENING STATEMENT OF HON. ANNA G. ESHOO, A REP-
RESENTATIVE IN CONGRESS FROM THE STATE OF CALI-
FORNIA

Welcome to the witnesses. We are delighted to have you here and
look forward to hearing from you.

Today, the subcommittee will consider 12 bills to extend critical
public health programs and invest in Medicaid and Medicare serv-
ices.
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These are programs that Congress has previously authorized, but
most will expire on September 30th. So Congress has to act now
to ensure their ongoing benefits.

We are going to hear testimony about the bipartisan bills to ex-
tend and invest in the following programs, several that were au-
thored by members of this subcommittee. This is a long list: Com-
munity Health Centers, National Health Service Corps, Teaching
Health Centers for Graduate Medical Education, the Special Diabe-
tes Program and the Special Diabetes Program for Indians, Family-
to-Family Health Information Centers, the Patient-Centered Out-
comes Research Institute, State Health Insurance Programs, Area
Agencies on Aging, Aging and Disability Resource Centers, the Na-
tional Center for Benefits and Outreach Enrollment, the National
Quality Forum, Certified Community Behavioral Health Clinics,
Disproportionate Share Hospitals, and the Medicare Limited In-
come NET Program.

Many of these programs are stuck in a biennial cycle where they
may expire because of Congress’ inaction. Can I just ask that the
committee be in order? There is a low undertone here. I will finish
as quickly as possible and then make sure that I am not talking
when you are.

So today we are consider reauthorizing these programs for a
longer time frame, giving them the certainty and the stability to
conduct long-term planning to better serve patients and the Amer-
ican taxpayer.

I want to highlight a few of these important programs. First, we
are considering expanding several types of health centers that
serve our communities in very unique ways.

The Community Health Center Fund provides funding to nearly
12,000 health center locations across our country. That takes my
breath away—12,000 health center locations.

These health centers provide primary care to one in 13 Ameri-
cans, regardless of their ability to pay. Building on the Community
Health Center model is the Excellence in Mental Health and Addic-
tion Treatment Expansion Act, authored by Representatives Mat-
sui and Mullin.

This important bill expands funding for certified community be-
havioral health clinics to 11 more States, and that is very, very im-
portant.

As we face a mental healthcare shortage, we have to do more to
expand access. In my State of California, Californians say their
community does not have enough mental health providers to serve
local needs.

Another center serving the community are the Family-to-Family
Health Information Centers, or the F2F grant program. F2Fs assist
families with children who have special health needs to make in-
formed choices about healthcare.

F2Fs are staffed by family members who have firsthand experi-
ence in navigating special needs healthcare services. Community
Health Centers, Certified Community Behavioral Health Clinics,
and the F2F Health Information Centers provide unique services
for the specific populations.

We are also considering other programs to improve access to vital
primary care, including the Special Diabetes Program and funding
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for Disproportionate Share Hospitals, which we all know goes to
hospitals that serve lower-income Americans.

Other programs conduct needed research to make sure we are
providing quality care. The Patient-Centered Outcomes Research
Institute and the National Quality Forum help our Nation’s clini-
cians deliver quality care to more people at a lower price.

Finally, we are strengthening Medicare through stronger enroll-
ment support and help for low-income beneficiaries. Today’s hear-
ing is critically important to make sure millions of our fellow Amer-
icans receive quality healthcare.

I stand ready to work with every colleague to make sure these
programs are expanded and extended.

[The prepared statement of Ms. Eshoo follows:]

PREPARED STATEMENT OF HON. ANNA G. ESHOO

Today, the subcommittee will consider 12 bills to extend critical public health pro-
grams and invest in Medicare and Medicaid services.

These are programs that Congress has previously authorized, but most will expire
on September 30th and Congress must act to ensure their ongoing benefits.

We will hear testimony about the bipartisan bills to extend and invest in the fol-
lowing programs, several that were authored by members of this subcommittee:

e Community Health Centers;

e National Health Service Corps;

e Teaching Health Centers for Graduate Medical Education;

e The Special Diabetes Program and the Special Diabetes Program for Indians;

e Family-to-Family Health Information Centers;

e The Patient-Centered Outcomes Research Institute;

o State Health Insurance Programs;

e Area Agencies on Aging;

e Aging and Disability Resource Centers;

e The National Center for Benefits and Outreach Enrollment;

o The National Quality Forum;

o Certified Community Behavioral Health Clinics;

e Disproportionate Share Hospitals; and

o The Medicare Limited Income NET Program.

Many of these programs are stuck in a biennial cycle where they may expire be-
cause of Congress’ inaction. Today, we will consider reauthorizing some of these pro-
grams for a longer timeframe, giving them the certainty and stability to conduct
long-term planning to better serve patients and the American taxpayer.

I want to highlight a few of these important programs.

First, we’re considering expanding several types of health centers that serve our
communities in unique ways.

The Community Health Center Fund provides funding to nearly 12,000 health
center locations across our country. These health centers provide primary healthcare
to one in 13 Americans, regardless of their ability to pay.

A Community Health Center in my district, the Asian Americans for Community
Involvement Health Center, provides services through a multilingual team of doc-
tors, nurses, and patient navigators. This Health Center’s team can speak up to 40
langu(ailges to make sure that vulnerable ethnic communities in my District are well
served.

Building on the Community Health Center model is the Excellence in Mental
Health and Addiction Treatment Expansion Act, authored by Representatives Mat-
sui and Mullin. This important bill expands funding for Certified Community Be-
havioral Health Centers to 11 more States.

As we face a mental healthcare shortage, we must do more to expand access. In
my State, half of all Californians say their community does not have enough mental
health providers to serve local needs.

Another center serving the community are the Family-to-Family Health Informa-
tion Centers, or F2F grant program. F2Fs assist families with children who have
special health needs to make informed choices about healthcare. F2Fs are staffed
by family members who have firsthand experience in navigating special needs
healthcare services.
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Community Health Centers, Certified Community Behavioral Health Centers, and
the F2F Health Information Centers provide unique services for the specific popu-
lations that benefit greatly from these programs.

We're also considering other programs to improve access to vital primary care, in-
cluding the Special Diabetes Program and funding for Disproportionate Share Hos-
pitals which goes to hospitals that serve lower-income Americans.

Other programs conduct needed research to make sure we’re providing quality
care. The Patient-Centered Outcomes Research Institute and the National Quality
Forum help our Nation’s clinicians deliver quality care to more people at a lower
cost.

Finally, we’re strengthening Medicare through stronger enrollment support and
help for low-income beneficiaries.

Today’s hearing is critically important to make sure millions of Americans receive
quality healthcare. I stand ready to work with my colleagues to make sure these
programs are extended and expanded.

Ms. EsHOO. So the Chair now has the pleasure of recognizing Dr.
Burgess, the ranking member of the Subcommittee on Health, for
5 minutes for his opening statement.

OPENING STATEMENT OF HON. MICHAEL C. BURGESS, A
REPRESENTATIVE IN CONGRESS FROM THE STATE OF TEXAS

Mr. BURGESS. I thank you for the recognition, and once again
today we are considering legislation to reauthorize vital public
health programs which expire in the coming months.

So this hearing is timely and, in fact, I am legitimately getting
worried because that time between now and September 30th al-
ways goes by so fast.

We are out the month of August, and there are always plenty of
other competing things that are going on in the House of Rep-
resentatives. So this is great that we are getting down to this.

Community Health Centers, Teaching Health Centers, Special
Diabetes Programs, Family-to-Family Health Information Centers
are the bipartisan programs that make a real impact in providing
access to quality healthcare for Americans.

The Community Health Center in my district, Health Services of
North Texas, conducted more than 50,000 patient visits for more
than 14,000 patients in 2017.

Community Health Centers are the front lines for caring for
some of the most vulnerable individuals in our communities, and
there is bipartisan support for extending this and other public
health programs.

Reauthorizing these programs can take a substantial amount of
time, and I hope that we are able to accomplish these reauthoriza-
tions prior to the end of the fiscal year.

I do remain concerned that these bills have funding increases but
no offsets. Additionally, the language in the Community Health
Center reauthorization bill does not include Hyde protections,
which have long been bipartisan and were included in the Alex-
ander-Murray Senate companion bill.

By not including these protections, the majority puts the effort
to reauthorize these critical programs at risk, and we do have to
worry about the ability to move them forward if that position does
not change.

Again, I hope we can work in a bipartisan manner to get these
reauthorizations across the finish line in a timely manner. In an
effort to do so, I introduced H.R. 2700, which would use the $5 bil-
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lion in offsets from the drug pricing bills that passed through this
subcommittee with unanimous support and use that to pay for 1
year of public health extenders.

While 1 year is not a long enough extension, I thought it was im-
portant to show our commitment to reauthorizing these programs
in a fiscally responsible way.

In fact, every Republican Member of the Energy and Commerce
Committee is a cosponsor of H.R. 2700.

The Patient-Centered Outcomes and Research Institute is an-
other program up for reauthorization, and I am interested in learn-
ing today from our witnesses what the return on investment has
been and what we have learned from the comparative clinical effec-
tiveness research.

Additionally, there are a number of Medicaid deadlines looming,
the most significant of which is for the mandatory cuts to the Dis-
proportionate Share Hospitals.

The bill before us today, H.R. 3022, entirely eliminates the DSH
cuts. So OK, I am supportive of delaying DSH for 2 years or repeal-
ing them for 2 years, as Representative Olson does in H.R. 3054.

However, eliminating the cuts entirely would prove a costly task
and preclude us from making any valuable changes, changes that
DSH payments desperately need if they are going to have a mean-
ingful relationship to the level of uncompensated care that is actu-
ally being provided at the State level.

A 2-year delay would provide Congress with ample time to revisit
DSH and make any changes necessary to improve both the effi-
ciency and the effectiveness.

MACPAC recently recommended three policy changes to improve
the structure of these DSH allotment reductions, and we should
take the time to revisit this topic and engage with stakeholders to
pave a smooth path forward.

Another Medicaid topic that is absent from today’s discussion is
reauthorizing Medicaid for Puerto Rico and our other territories.
We must remember that the individuals reliant on Medicaid and
the territories are American citizens, and they are some of the
most vulnerable.

Letting Medicaid funding for these individuals lapse would be
disappointing and unfair to those living in the territories. And let
us be clear, finding enough money to adequately fund the terri-
tories will be much more difficult if we are paying for a permanent
elimination of the DSH cuts.

And I do have a letter from the Association of Hospitals of Puerto
Rico, who dealt with the Medicaid cliff. The coming uncertainty it
has created over the past decade—this was before Hurricane
Maria—over the past decade has been a major contributing factor
to the loss of doctors, specialists, and health professionals in the is-
land of Puerto Rico.

Reauthorizing these public health programs and delaying the
DSH cuts are important in maintaining access and quality for
healthcare for Americans.

I do hope we will be able to work in a way that will ensure that
we get the legislation to the President’s desk prior to the end of the
fiscal year.
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I remain concerned that the total cost of these bills could exceed
$50 billion, with no offsets identified to pay for the policies.

So I thank you for having the hearing today, and I will yield
back the balance of my time.

[The prepared statement of Mr. Burgess follows:]

PREPARED STATEMENT OF HON. MICHAEL C. BURGESS

Today we are considering legislation to reauthorize vital public health programs,
which expire in the coming months. Community Health Centers, Teaching Health
Centers, the Special Diabetes Programs, and Family-to-Family Health Information
Centers are bipartisan programs that make a real impact in providing access to
quality healthcare for Americans. The Community Health Center in my district,
Health Services of North Texas, conducted more than 50,000 patient visits for more
than 14 thousand patients in 2017.

Community Health Centers are on the front lines of caring for some of the most
vulnerable individuals in our communities, and there is bipartisan support for ex-
tending this and other public health programs. Reauthorizing these programs can
take a substantial amount of time, and I certainly hope that we will be able to ac-
complish these reauthorizations prior to the end of the fiscal year. I do remain con-
cerned, however, that these bills have funding increases but include no offsets. Addi-
tionally, the language in the Community Health Centers reauthorization bill does
not include Hyde protections, which have long been bipartisan and were included
in the Alexander-Murray Senate companion bill. By not including these protections,
the Majority puts the effort to reauthorize these critical programs at risk, and I
worry about the ability to move them all forward if that position does change.

Again, I do hope that we can work in a bipartisan manner to get these reauthor-
izations across the finish line in a timely manner. In an effort to do so, I introduced
H.R. 2700, which would use the $5 billion in offsets from the drug pricing bills that
passed through this committee with unanimous support to pay for 1 year of public
health extenders. While 1 year is not a long extension, I thought it was important
to show our commitment to reauthorizing these programs in a fiscally responsible
way. In fact, every Republican Member of the Energy and Commerce Committee is
a cosponsor of H.R. 2700.

The Patient-Centered Outcomes Research Institute is another program up for re-
authorization. I am particularly interested in learning from our witnesses what the
return on investment has been, and what we have learned from comparative clinical
effectiveness research.

Additionally, there are a number of Medicaid deadlines looming, the most signifi-
cant of which is for mandatory cuts to Disproportionate Share Hospitals. The Major-
ity bill before us today, H.R. 3022, entirely eliminates the DSH cuts. I am sup-
portive of delaying DSH cuts for 2 years or repealing them for 2 years as Rep. Olson
does in H.R. 3054. However, eliminating the cuts entirely would prove a costly task
and preclude us from making any valuable changes—changes DSH payments des-
perately need if they are to have a meaningful relationship to the level of uncom-
pensated care actually being provided at the State level.

A 2-year delay would provide Congress with ample time to revisit DSH and make
any changes necessary to improve upon both efficiency and effectiveness. MACPAC
recently recommended three policy changes to improve the structure of these DSH
allotment reductions, and we should take the time to revisit this topic and engage
with stakeholders to pave a smooth path forward.

Another Medicaid topic that is absent from today’s conversation is reauthorizing
Medicaid for Puerto Rico and our other territories. We must remember that the indi-
viduals reliant upon Medicaid in the territories are American citizens, and that they
are some of the most vulnerable. Letting Medicaid funding for these individuals
lapse would be disappointing and unfair to those living in our territories. And let
me be clear, finding enough money to adequately fund the territories will be much
more difficult if we are paying for a permanent elimination of the DSH Cuts, etc.

Reauthorizing the public health programs and delaying DSH cuts are important
in maintaining access to quality healthcare for Americans. I hope that we will be
able to work in a bipartisan way to ensure that we get legislation to the President’s
desk prior to the end of the fiscal year. I remain concerned that the total cost of
these bills could exceed $50 billion and that no offsets have been identified to pay
for these policies. Additionally, we have another $8—10 billion at a minimum, we
will have to spend on Medicaid funding for the territories. I hope we can work to-



7

gether to resolve these issues before the end of September so that we can keep our
promise to the Americans who rely upon these programs and resources.

Ms. EsHOO. The gentleman yields back.

We do plan to have a hearing on the issue of Medicaid in Puerto
Rico, Dr. Burgess. And before I move on to Mr. Pallone, I want to
point out that we have some very special guests here this morning
with us, and you see them with the bright blue ribbons on them.

They are representing foster children from across our country. So
welcome to each one of you. We are thrilled that you are here.

[Applause.]

Ms. EsHOO. And as a former foster mom, an extra special wel-
come.

Now, I have the privilege of recognizing the chairman of the full
committee, Mr. Pallone, for 5 minutes for his opening statement.

OPENING STATEMENT OF HON. FRANK PALLONE, Jr., A REP-
RESENTATIVE IN CONGRESS FROM THE STATE OF NEW JER-
SEY

Mr. PALLONE. Thank you, Madam Chair.

Today we are examining 12 pieces of legislation that make crit-
ical investments in programs supporting Medicare, Medicaid, pub-
lic health and our Nation’s health workforce.

It is critical that we come to bipartisan agreement on these bills
because, without congressional action, many of these programs will
expire on September 30th.

On our first panel we will discuss several public health initia-
tives, including three programs that play an essential role in Amer-
ica’s health workforce, and these are the Community Health Center
Fund, the National Health Service Corps, and the Teaching Health
Center Graduate Medical Education Program.

A strong health workforce is the foundation of a strong health
system. It is essential that we continue to invest in these programs
that are working to train providers and place them in communities
where they are needed the most.

And today, nearly 12,000 Community Health Centers provide es-
sential care to millions of patients across the country. I am grateful
to my colleagues, Representatives Clyburn and O’Halleran, for
their leadership in providing robust funding for both Community
Health Centers and the National Health Service Corps, which of-
fers loan forgiveness to health professionals who commit to provide
service in medically underserved areas.

I would also like to thank Representative Ruiz for his leadership
on legislation to reauthorize the Teaching Health Center Program,
which trains primary care residents in community-based settings
such as Community Health Centers.

I am also proud to be a long-time advocate for the Family-to-
Family Health Information Center Program and strongly support
Representative Sherrill’s legislation to reauthorize it.

This program helps families of children with special healthcare
needs get the information and support needed to provide the best
care possible for their children.

On our second panel will examine proposals related to the Medi-
care and Medicaid programs. We will discuss a proposal led by
Representative Engel that would permanently eliminate the cuts to
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hospital funding that Congress has been forced to delay over and
over again every year.

Medicaid Disproportionate Share Hospital funds, or DSH funds,
provide critical financial support to hospitals that care for some of
the most vulnerable.

Without action by Congress, DSH funding will be cut by $4 bil-
lion in October of this year. These cuts will place an incredible
strain on hospitals that are already struggling to provide care to
children with complex medical needs, low-income Americans, and
rural communities, and I commend Representative Engel for his ef-
forts to permanently eliminate these harmful cuts.

We will also get an update on a demonstration in Medicaid to in-
crease access to comprehensive mental health and substance use
disorder treatments through certified community behavioral health
clinics.

Every day, 130 people in the U.S. die from an opioid overdose.
As our country continues to struggle through this terrible epidemic,
clinics in the States participating in this demonstration have had
remarkable success at improving access to care, including 24-hour
crisis care, and I thank Representatives Matsui and Mullin for
their work to extend and expand this important program.

So I just want you to know I am committed to working with all
of my colleagues to advance all these important programs before
the September 30th deadline.

It is also my hope that we can find a way to provide longer-term
extensions so that those who operate or receive services from these
programs have greater certainty.

[The prepared statement of Mr. Pallone follows:]

PREPARED STATEMENT OF HON. FRANK PALLONE, JR.

Today we are examining 12 pieces of legislation that make critical investments
in programs supporting Medicare, Medicaid, public health, and our Nation’s health
workforce. It’s critical that we come to bipartisan agreement on these bills because
Witgout Congressional action many of these programs will expire on September
30th.

On our first panel, we'll discuss several public health initiatives including three
programs that play an essential role in America’s health workforce; these are the
Community Health Center Fund, the National Health Service Corps, and the Teach-
ing Health Center Graduate Medical Education program.

A strong health workforce is the foundation of a strong health system. It’s essen-
tial that we continue to invest in these programs that are working to train providers
and place them in communities where they’re needed the most.

Today, nearly 12,000 Community Health Centers provide essential care to mil-
lions of patients across the country. I'm grateful to my colleagues Representatives
Clyburn and O’Halleran for their leadership in providing robust funding for both
Community Health Centers and the National Health Service Corps, which offers
loan forgiveness to health professionals who commit to provide service in medically
underserved areas.

I would also like to thank Representative Ruiz for his leadership on legislation
to reauthorize the Teaching Health Center program, which trains primary care resi-
dents in community-based settings such as Community Health Centers.

I'm also proud to be a longtime advocate for the Family-to-Family Health Infor-
mation Center program and strongly support Representative Sherrill’s legislation to
reauthorize it. This program helps families of children with special healthcare needs
g}elatl &he information and support needed to provide the best care possible for their
children.

On our second panel, we’ll examine proposals related to the Medicare and Med-
icaid programs. We'll discuss a proposal led by Representative Engel that would per-
manently eliminate the cuts to hospital funding that Congress has been forced to
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delay year after year. Medicaid Disproportionate Share Hospital funds, or DSH
(DISH) funds, provide critical financial support to hospitals that care for some of
our most vulnerable.

Without action by Congress, DSH funding will be cut by $4 billion in October of
this year. These cuts will place an incredible strain on hospitals that are already
struggling to provide care to children with complex medical needs, low-income
Americans, and rural communities. I commend Representative Engel for his efforts
to permanently eliminate these harmful cuts.

We'll also get an update on a demonstration in Medicaid to increase access to
comprehensive mental health and substance use disorder treatment through cer-
tified community behavioral health clinics. Every day, 130 people in the United
States die from an opioid overdose. As our country continues to struggle through
this terrible epidemic, clinics in the States participating in the demonstration have
had remarkable success at improving access to care, including 24-hour crisis care.
I thank Representatives Matsui and Mullin for their work to extend and expand
this important program.

I'm committed to working with all of my colleagues to advance all of these impor-
tant programs before the September 30th deadline. It is also my hope that we can
find a way to provide longer-term extensions so that those who operate or receive
services from these programs have greater certainty.

Thank you to all of the witnesses for being here today.

Mr. PALLONE. And now I would like to yield the remainder of my
time to Congressman O’Halleran. Oh, down there.

Mr. O’'HALLERAN. Thank you, Chairman Pallone, Ranking Mem-
ber Walden, Congresswoman Eshoo, and Ranking Member Burgess
for allowing me to join the subcommittee hearing this morning on
two very important pieces of legislation I am proud to have intro-
duced.

First, the Community Health Investment Modernization and Ex-
cellence Act would reauthorize and provide moderate increases in
funding for Community Health Centers, the National Health Serv-
ice Corps, over a period of 5 years.

These services are vital for rural and medically underserved
areas including the 1st District of Arizona where 18 federally fund-
ed health community organizations provide care for nearly 200,000
patients.

Second, the Special Diabetes Program for Indians is an incredibly
important program and has been successful in lowering rates of di-
abetes across Indian country.

I have seen firsthand how these communities have long been dis-
proportionately impacted by diabetes. Prior to the inception of this
program, the prevalence of this disease was increasing among the
American Indian and Alaska Native communities.

A lot of it is because of food also, not just exercise, but the fact
that these are food deserts, for the most part, and 50, 100 miles
round trip to get to food at all.

Unfortunately, rates of diabetes in these populations remain
higher than any other group. We have more work to do. It is my
hope that as we move forward that we realize that these programs
are vital to Native Americans across our country.

And I yield back.

Ms. EsHOO. The gentleman yields back.

I would like to recognize a former Member of Congress that’s
here with us today and was a member of the Energy and Com-
merce Committee, Phil Gingrey—I am sorry. I wanted to pronounce
it right. Dr. Phil, that’s right. Another Dr. Phil. Welcome. It is
great to see you.
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[Applause.]

Ms. EsHoo0. OK. Now I would like to introduce the first panel of
witnesses for today’s hearing.

Mr. WALDEN. Madam Chair?

Ms. EsHOO. Yes. Oh, I am sorry. The gentleman from Oregon,
the ranking member of the full committee. I am sorry. I apologize.

Mr. WALDEN. Thank you. We will move on. Not a problem at all.

Ms. EsHOO0. I apologize. You have 5 minutes.

Mr. WALDEN. Not 67

Ms. EsHOO. Five wonderful minutes.

Mr. WALDEN. I have one

Ms. EsHOO. Five and a half. How is that?

Mr. WALDEN. OK. I will try

Ms. EsHOO. For my blunder.

Mr. WALDEN [continuing]. To knock this out faster than that.

Ms. ESHOO. Yes.

OPENING STATEMENT OF HON. GREG WALDEN, A REPRESENT-
ATIVE IN CONGRESS FROM THE STATE OF OREGON

Mr. WALDEN. Good morning. Good morning to our panelists and
everybody here.

This is a really important day and marks an important step for
the committee’s work to examine legislation that really strengthens
our healthcare safety net by extending these critical programs.

These programs, which have long enjoyed, and I think you have
heard this this morning, strong bipartisan support, include Com-
munity Health Centers, Teaching Health Centers, the National
Health Service Corps, Special Diabetes Programs, and more.

Each program plays a very significant role in our Nation’s safety
net for millions of Americans, especially the medically underserved
who face barriers to accessing care.

In my own district in Oregon, we have 12 Community Health
Centers. They serve 240,000 people through 63 different locations.
So we need to work together to both strengthen this program and
the others that we are examining today.

In the last Congress, I helped lead the effort to provide record
funding for our Community Health Centers and reauthorize and
fund these other programs.

We did it in a bipartisan way, and we got it into law. We are
also reviewing legislation that extends the Patient-Centered Out-
comes Research Institute, the Excellence in Mental Health Dem-
onstration Program, and legislation repeals part of the Affordable
Care Act’s requirement that DSH hospitals suffer these payment
cuts.

I want to raise a couple of concerns at the beginning for my col-
leagues as we begin this reauthorization process. I am concerned
that the language in the Teaching Health Center reauthorization
bill may have some unintended consequences for the program and
the legislation reauthorizing the Community Health Centers does
not include the Hyde language, as we have discussed previously,
which Congress has consistently supported and renewed annually
on a bipartisan basis multiple times and for decades.
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In addition, I am concerned most of the bills we are reviewing
significantly increase the authorization levels but don’t identify
pay-fors to keep the promise of higher funding levels.

And while we are the authorizing committee—I understand
that—we also know it is a bit of a false promise to set a high reau-
thorization level without also doing the heavy lift to figure out how
to pay the bill, because we are going to get called upon to do that.

A significant concern is H.R. 3022, the bill to eliminate DSH
cuts, giving hospitals relief from the cuts that were called for under
the Affordable Care Act.

Let me be clear. Republicans have never supported the DSH cuts
and worked successfully to prevent them. But we should not sur-
render completely our ability to reform and modernize the program
to ensure that funding is actually directed to those that it was in-
tended to be used for.

In fact, in March of this year, MACPAC’s own report states, and
I quote, “The commission has long held that DSH payments should
be better targeted to hospitals that serve a high share of Medicaid-
enrolled and low-income uninsured patients and have higher levels
of uncompensated care consistent with the original statutory intent
of the law establishing DSH payments,” closed quote.

In other words, we should make sure the law is working as in-
tended.

I am pleased to see the bipartisan commitment to continuing to
fund the Excellence in Mental Health Demonstration. As one of the
eight States to be awarded funding, Oregon has seen significant
and positive results that truly helped my State’s residents.

In fact, recently I met with providers at a certified community
behavioral health clinic in southern Oregon that’s involved in this
demonstration. The initial findings show they are achieving great
results in the community. So count me as a fan.

The demonstrations are created to determine if new programs ac-
tually work, and we need to get the results of this demonstration
before we dramatically expand it, as the legislation we are viewing
today would do by adding 11 States to the program.

My legislation, H.R. 3074, the Continuing Access to Mental and
Behavioral Health Care Act, would extend funding for the original
eight States for an additional 2 years so we can complete the dem-
onstration project and get the data that taxpayers really deserve.

I am disappointed, Madam Chair, that the committee did not in-
clude in this hearing H.R. 2700, the Lowering Prescription Drug
Costs and Extending Community Health Centers and Other Public
Health Priorities Act.

Republicans are serious about our commitment to responsibly ex-
tend these critical public health programs with bipartisan offsets,
and I am not sure why our legislation was excluded from the dis-
cussions today.

We, obviously, will work together as we have to avoid unneces-
sary shutdown of these programs in September when their author-
izations expire.

So we look forward to working with you and others on the com-
mittee. I look forward to hearing from our witnesses today.
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And thank you, Madam Chair, and I yield back. I would say as
a footnote I know several of us have the other hearing upstairs we
have to get back and forth to.

But thank you for being here, and thanks for the great work you
illnd the people represented in this room do for our citizens back

ome.

I yield back.

[The prepared statement of Mr. Walden follows:]

PREPARED STATEMENT OF HON. GREG WALDEN

Today marks an important step forward in this committee’s work to examine leg-
islation that strengthens our healthcare safety net by extending critical public
health programs.

These programs, which have long enjoyed strong bipartisan support, include Com-
munity Health Centers, Teaching Health Centers, the National Health Service
Corps, and the Special Diabetes Programs. Each program plays a significant role
in our Nation’s safety net for millions of Americans, especially the medically under-
served who face barriers to care. In my rural district in Oregon, we have 12 Com-
munity Health Centers that serve more than 240,000 Oregonians across 63 delivery
sites, so we need to work together to strengthen this program and the others we
are examining today. I led the effort in the last Congress to provide record funding
for America’s Community Health Centers—and we did it in a bipartisan effort.

We are also reviewing legislation that extends the Patient-Centered Outcomes Re-
search Institute, the Excellence in Mental Health Demonstration Program, and leg-
islation that repeals the part of Obamacare that requires cuts to Disproportionate
Share Hospital (DSH) payments.

I want to raise a couple of concerns for my colleagues as we begin this reauthor-
ization process. I am concerned that language in the Teaching Health Center reau-
thorization bill may have some unintended consequences for the program, and the
legislation reauthorizing the Community Health Centers does not include Hyde lan-
guage, which Congress has consistently supported and renewed annually on a bipar-
tisan basis, multiple times, for decades.

In addition, I'm concerned that most of the bills we are reviewing significantly in-
creased the authorized funding levels, but don’t identify pay-fors to keep the prom-
ise of higher funding levels. And while we are the authorizing committee, we all
know it’s a false promise to set a high reauthorization level without doing the heavy
lift of figuring out how to pay the bill.

Of significant concern is H.R. 3022, the Democratic bill to eliminate the DSH
cuts—giving hospitals relief from cuts established under Obamacare. Let me be
clear, Republicans have never supported the DSH cuts and worked successfully to
prevent them, but we should not surrender our ability to reform and modernize the
program to ensure that funding is directed to those that need it.

In March of this year, MACPAC report’s own report points out, and I quote: “The
Commission has long held that DSH payments should be better targeted to hos-
pitals that serve a high share of Medicaid-enrolled and low-income uninsured pa-
tients and have higher levels of uncompensated care, consistent with the original
statutory intent of the law establishing DSH payments.” We should make sure the
law is working as intended.

I am pleased to see the bipartisan commitment to continue funding for the Excel-
lence in Mental Health Demonstration. As one of the eight States to be awarded
funding, Oregon has seen significant, positive results that have truly helped Orego-
nians. I recently met providers at a certified community behavioral health clinic in
southern Oregon that is involved in this demonstration. The initial findings show
they’re achieving good results in the community.

So, count me as a fan. But demonstrations are created to determine if new pro-
grams actually work. We need to get the results of this demonstration before we
dramatically expand it, as the legislation we’re reviewing today would do by adding
11 States to the program.

My legislation, H.R. 3074, the Continuing Access to Mental and Behavioral
Health Care Act, would extend funding for the original eight States for an addi-
tional 2 years so we can complete the demonstration project and get the data tax-
payers deserve, rather than prejudge the outcome.

I'm disappointed that the committee did not include in this hearing H.R. 2700,
the Lowering Prescription Drug Costs and Extending Community Health Centers
and Other Public Health Priorities Act. Republicans are serious about our commit-
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ment to responsibly extend these critical public health programs with bipartisan off-
sets. I'm not sure why our legislation was excluded from the discussion today. We
need to work together to avoid an unnecessary shutdown of these programs in Sep-
tember when their authorizations expire.

Ms. EsHOO. The gentleman yields back.

Now I would like to introduce the first panel of witnesses for to-
day’s hearing. Mr. Dean Germano, chief executive officer of the
Shasta Community Health Center. Welcome and thank you. Ms.
Diana—is it Autin? Autin. She’s the executive codirector of SPAN,
S—-P-A-N, Parent Advocacy Network. Welcome, and thank you to
you.

Dr. Aaron Kowalski, president and chief executive officer of
JDRF—marvelous organization that has chapters all over the coun-
try, and they come on a regular basis to my Palo Alto district of-
fices. I am sure they do to every Member’s office here. Dr. Lisa
Cooper, professor of medicine, Johns Hopkins University School of
Medicine—welcome to you, and thank you.

Just a quick word about the lights. First it is green. When it
turns yellow, you have 1 minute, and red you stop. So it is only
as complicated as that, and I know that you will adhere to it.

So now I would like to recognize Mr. Germano for 5 minutes for
your testimony. If you would like to summarize what you have
written and submit it to us and do something other than what you
submitted to us, you are all welcome to do that.

You are recognized, Mr. Germano. Thank you again.

STATEMENTS OF C. DEAN GERMANO, CHIEF EXECUTIVE OFFI-
CER, SHASTA COMMUNITY HEALTH CENTER; DIANA AUTIN,
EXECUTIVE CODIRECTOR, SPAN PARENT ADVOCACY NET-
WORK; AARON J. KOWALSKI, Pu.D., PRESIDENT AND CHIEF
EXECUTIVE OFFICER, JDRF; AND LISA COOPER, M.D.
BLOOMBERG DISTINGUISHED PROFESSOR OF MEDICINE,
JOHNS HOPKINS MEDICINE

STATEMENT OF C. DEAN GERMANO

Mr. GERMANO. Chairwoman Eshoo, Ranking Member Burgess,
distinguished members of the subcommittee, thank you for inviting
me to testify about the Teaching Health Center Graduate Medical
Education, Community Health Centers, and the National Health
Service Corps Programs.

I strongly encourage you to provide increased and stable funding
for all three programs before they expire on September 30th. The
success of these critical programs is at risk when funding for any
one of them is jeopardized.

Shasta Community Health Center is based in Redding, Cali-
fornia, in a predominantly rural and medically underserved region.
Federally qualified health center since 1996, we care for over
40,000 patients annually.

Since 2014, we have been one of 56 teaching health centers,
graduating eight residents, and we have employed 25 National
Health Service Corps loan repayment recipients since 2000.

Our eight THCGME graduates—of the eight, five work primarily
in underserved populations in Redding and similar communities.
Even using these programs my health center is four to five primary
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care physicians short and it can take up to 12 to 18 months to re-
cruit a physician.

So growing our own through the THCGME program is a survival
imperative. In 2018, Congress reauthorized the THC program
through this September at a more sustainable level of $150,000 per
resident.

Responding to the primary care physician shortage is incredibly
timely because by 2030 we will need more than 120,000 physicians
to meet this country’s demands.

I am very grateful that Representatives Ruiz and McMorris Rod-
gers have introduced bipartisan legislation, H.R. 2815, to extend
the THC program for 5 years.

We know that hospital-based training produces physicians whose
skills and experiences don’t always match the primary care needs
of the community and who rarely choose to practice in rural or un-
derserved areas.

By contrast, the THC model uses ambulatory health centers in
underserved communities for training and the data proves that
these graduates are three times more likely to practice in such set-
tings after their residencies.

H.R. 2815 will help THCs restore some resident slots that were
authorized by HRSA but not filled during the years of uncertainty
and it would fund a very modest increase in resident allocation to
help offset inflation.

Lastly, H.R. 2815 expands the program to meet pent-up demand.
HRSA last approved a new THC in 2014 and many potential spon-
sors of such centers have expressed interest in becoming a teaching
health center.

Our health center depends on the Section 330 grants which allow
health centers to expand their facilities, open new sites, and to
meet unmet needs in areas with limited access to care.

Section 330 grants leverage other funders because they confer
status of high-quality healthcare provider. Broad bipartisan sup-
port for health centers has sustained 1,400 community health cen-
ter organizations, caring for over 28 million patients and more than
11,000 rural, urban, and frontier communities nationally.

The September 30th expiration date threatens the very existence
of the health center program. Over the last several years, Shasta
and CHCs across this Nation have experienced serious uncertainty
due to funding disruptions.

Our doors are open to everyone regardless of ability to pay. Serv-
ices are offered on a sliding fee scale basis and we locate sites in
medically underserved communities.

However, recent funding lapses threaten the notion of continuous
access. We are grateful that Representatives O’Halleran and
Stefanik introduced H.R. 2328 to provide 5 years of stable funding
for the CHC fund including $200 million in annual growth and $15
million in annual growth for the National Service Corps.

Likewise, H.R. 1943, introduced by Representative Clyburn, pro-
vides 5 years of funding with 10 percent annual growth, an addi-
tion of $4.6 billion for health center capital funding, which would
further—and would further expand the Corps.

Shasta has benefitted greatly by the Corps. Over 50 years the
Corps has effectively placed more than 50,000 people in the highest
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areas of need in our country so they can provide primary medical,
dental, and/or mental and behavioral health services in under-
served communities with more than 10,000 placements last year
alone.

Our clinicians have come to Shasta with staggering student debt,
enter the National Health Service Corps loan repayment program,
and through their service many are debt free in just a matter of
years.

Thankfully, Congress has extended the Corps through September
and we are very concerned that another expiration of funding
would cause great damage to the program.

Additionally, currently funding only allows for awards of 40 per-
cent of loan repayment applicants and a mere 10 percent of schol-
arships.

H.R. 2328 and 1943 would fund even more applicants for loans
and awards and thus substantially increase access. As CEO of the
community health center, a teaching health center, on behalf of all
National Health Service Corps recipients, I urge Congress to pro-
vide increased and stable funding for these programs before they
expire on September 30th.

Thank you.

[The prepared statement of Mr. Germano follows:]
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Statement of C. Dean Germano
Chief Executive Officer, Shasta Community Health Center, Redding, California
Before the Subcommittee on Health of the House Energy and Commerce Committee
June 4, 2019

Chairwoman Eshoo, Ranking Member Burgess, and Distinguished Members of the
Subcommittee:

Thank you for inviting me to speak to you about the Teaching Health Center Graduate
Medical Education Program, which we call “THCGME,” the Community Health Centers (CHC)
program, and the National Health Service Corps (NHSC) program. On behalf of Shasta
Community Health Center, which is a member of the American Association of Teaching Health
Centers, the National Association of Community Health Centers, and the Association of
Clinicians for the Underserved, I strongly encourage your Subcommittee and the Congress as a
whole to enact reauthorization legislation providing increased and stable funding for these three
programs in advance of their expiration on September 30, 2019. The three programs are
inextricably linked because the success of the THCGME and NHSC programs are at risk when
our Community Health Center funding is jeopardized. The Section 330 grants to Community
Health Centers represent the foundational structure for access in our communities. 1likenitto a
three-legged stool with the CHC grant as the seat and one leg, with the NHSC and THCGME
programs each the other leg. It stands best when all of it holds together.

I have had the honor of being the CEO of Shasta Community Health Center since 1992.
We are based in Redding, California, about 160 miles north of Sacramento, in a predominantly
rural and mostly medically underserved region of far Northern California. In addition to our

Redding facility, we have two other sizeable clinics in the rural cities of Shasta Lake and
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Anderson. We have been a federally funded Community Health Center since 1996, which
permitted us to add a wide range of services that include dental, mental health, and healthcare for
the homeless. In addition, 1 have also served as the Board Chair of the California Primary Care
Association and Board Chair of a statewide foundation, called the California Endowment. Most
recently, I served on a statewide California Future Healthcare Workforce Commission that
produced over 30 recommendations to our State and other funders on strategies to mitigate
healthcare workforce shortages. The physician shortage is particularly acute and even more
among the ranks of primary care physicians. This shortage is why Shasta became a Teaching
Health Center and implemented a strategy to “grow our own” to serve our community. As [ will
explain, the THCGME program works in unison with the NHSC and Section 330 CHC programs
to enhance our ability to serve our patients and train the next generation of providers.

I should also point out that we are very grateful that our local Congressman, Doug
LaMalfa, has visited Shasta on several occasions and has strongly supported the THCGME
program from its inception and our efforts to train the next generation of doctors.

Shasta Community Health Center

Some background on Shasta will help members of the Subcommittee best understand
why reauthorization of Community Health Centers, THCGME, and National Health Service
Corps programs is so critical.

We care for over 40,000 unduplicated patients, or about one quarter of the total
population of our county. Ten percent are uninsured, 70 percent are covered by Medicaid, and
16 percent are covered by Medicare. Over 94 percent live below federal poverty lines. We
employ over 440 people, including nearly 100 different providers. We also utilize a wide range

of sub-specialists from our community and make extensive use of telemedicine. Over 25 Shasta



18

providers have utilized the NHSC loan repayment option as a crucial incentive in overcoming the
salary constraints for physicians working in a non-profit setting. Without the NHSC, it is almost

impossible to recruit physicians who face average education debts of around $200,000, and even

as high as $500,000.

In recent years, we have been inundated by increasing numbers of patients as the primary
care shortage in our community has moved beyond those served by Medicaid to Medicare and
even to individuals with private medical insurance. Sadly, despite the demand, we have not been
able to increase access at the same pace to accommodate this need, primarily because of the
primary care workforce shortage. Shasta’s four sites are located within a Health Professional
Shortage Area (HPSA) for medical, dental, and behavioral health and we offer comprehensive
care to everyone, no matter their insurance status. Not surprisingly, as more people have
retained health insurance coverage, they have presented more often and frequently show up with
late onset of diseases that have been neglected prior to obtaining insurance. Unfortunately,
counties in the Far North and the Central Valley of California have suffered some of the worst
health outcomes associated with chronic disease in our State, and this has been made more
difficult because of the shortages of primary care clinicians. In addition, many of our patients
have significant social, emotional, financial and transportation barriers to receiving adequate
care. Through the use of integrated mental health and behavioral health services we are able to
mitigate those barriers. Most recently, we have also directed more of our clinical efforts to
supporting Medication-Assisted Treatment to combat the scourge of opioid abuse.

At this time, my health center is already short 4-5 primary care physicians and while we
use and depend on NPs and PAs, the severity of many of our patients’ chronic diseases makes

dependency on physicians a necessity. Overall, local planning shows that our community is
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short 20 primary care physicians. In the area of dental and mental health, our HPSA shortage
scores in those categories are among the highest in the nation. In summary, “growing our own”
through training programs like the THCGME program is not only a good idea, it is a survival
imperative for my center in Redding and for centers throughout the country that utilize the
THCGME program or want the program to expand to include them.

The Primary Care Physician Shortage and Teaching Health Centers Graduate
Medical Education (THCGME)

Since HRSA selected Shasta for the THCGME program, we have had several classes of
two primary care residents each. That makes us one of the smaller programs, but our results are
comparable to other Teaching Health Centers. Specifically, of our eight THC graduates, five
continue to work with primarily underserved populations in Redding and similar communities in
California and Arkansas, as well as a tribal health care facility.

Shasta’s experience proves that the THCGME program works and deserves to be
extended this year. In 2018, Congress reauthorized the THCGME program through Fiscal Year
2019, getting us back to a more sustainable level of $150,000 per resident by providing $126.5
million in appropriations per year for FY18 and FY19. Without Congressional action, the
program will lapse again on September 30, so 1 am very grateful that the Subcommittee is
holding this hearing and that Congressman Ruiz and Congresswoman McMorris Rodgers have
introduced bipartisan legislation (H.R. 2815) to provide a five-year extension.

Legislation that responds to the primary care physician shortage is incredibly timely, as
the entire nation faces a severe doctor shortage. In fact, by 2030 we will need more than 120,00(
physicians to meet the growing demand for health care services across the country, with

California alone needing 40,000 physicians. According to the Association of American Medical
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Colleges, by 2030, the United States will require nearly 50,000 primary care physicians, and the
shortage is being felt most deeply in HPSAs and medically underserved areas (MUAs). As many
as 84 million people living in these areas experience disparities in health care access either
because they are uninsured, or because they live in rural, urban, or suburban areas without
enough primary care physicians. Additionally, we have reached a critical time when the number
of medical school graduates is now greater than the number of residency slots. Without a
residency, medical school graduates are unable to obtain a medical license.

While patient care increasingly occurs in ambulatory settings, such as community health
centers, medical education occurs mainly in inpatient hospital facilities, funded primarily by
CMS under a Medicare formula. This hospital-based training produces a health care workforce
whose skills and experiences are poorly matched to the primary care needs of the population, and
who rarely choose to practice in rural or underserved areas. In order to address the changing
healthcare system and address the disparities in the health care workforce, the THCGME model
uses community-based ambulatory health centers, such as nonprofit community health centers
and community consortia, to train primary care residents who will practice 21st century care in
urban and rural underserved communities during their training and after they complete their
residencies. During their residency training, THC residents practice in the approved primary
care specialties of Family Medicine, General Internal Medicine, Obstetrics and Gynecology,
Pediatrics, Psychiatry and General Dentistry.

Evidence has shown that resident physicians who train in health center settings are nearly
three times as likely to practice in underserved settings after graduation. They are also 3.4 times
more likely to work in a health center, compared to those who did not train in health centers.

The difficulties in recruiting community-based primary care physicians are also well-
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documented; only investment in the community health care workforce pipeline will help meet
the workforce demands.

Analysis of the THCGME programs continue to show promising results:

> TEACHING HEALTH CENTER SUCCESSES

Analysis of THCGME programs shows promising results that signal this innovative education model
is working:

B mHcome [l GME
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As I noted earlier, we were very grateful that as an initial step last year, Congress
provided sufficient funding to bring the per resident allocation back up to a more sustainable
level. HR. 2815 would provide another element of sustainability by reauthorizing the THCGME
program for five years, just like the two bipartisan Senate reauthorization bills introduced by
Senators Alexander and Murray on the one hand and Senators Collins and Tester on the other,
Five years will help teaching health centers fulfill their binding three-year training commitments
to their recruits. We can budget more efficiently and ensure that we can keep our doors open for
enthusiastic future doctors who are committed to practicing medicine in underserved
communities. Primary care saves lives and saves money. The Ruiz-McMorris Rodgers bill will
improve medical education and save lives in many of our communities.

H.R. 2815 will also help THCs restore some resident slots that were authorized by HRSA
but not filled during the last couple years of uncertainty. Within the $126.5 million, there should
be enough funding for a THC like ours to recruit and fill some residency slots that we need to

6
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meet all national accreditation requirements and to grow from our current class of two residents
to four residents in each entering class. H.R. 2815 also includes funding for a very modest
increase in the per resident allocation (PRA) to help offset inflation over the next five years.
While Congress was very generous in restoring the $150,000 PRA in last vear’s law, our clinics
and residency programs facing rising costs and we are hopeful that Congress can help us
preserve our purchasing power during this five-year reauthorization period.

Lastly, HR. 2815 includes additional funding for expansion of the THCGME program to
meet pent-up demand in many communities for a residency program such as Shasta’s. It has
been five years since HRSA last approved a new Teaching Health Center and many potential
sponsors of such centers have reached out to our association expressing interest in becoming a
THC. In fact, I know of at feast five CHC’s in California who are getting accredited and are
awaiting a funding opportunity like the THCGME program. HRSA, however, has correctly
prioritized trying to sustain existing THC’s for the past two years and we are hopeful that this
reauthorization process will include additional funds that permit HRSA to solicit proposals and
approve entirely new centers or expansion of programs offered at existing centers. Every dollar
spent on expansion will generate tangible benefits for your communities and those of other
Members. Lives will be saved, economic growth generated, and we will make a dent in the
medical care shortage that plagues too many parts of our country to this day.

Community Health Centers Reauthorization Legislation

None of the work that I have already described today would be possible without the
foundation provided to every health center through Section 330 federal grant funding. Especially
in times of change and transition, sustaining and boosting health center funding provides

continuity for the patients and communities we serve. Federal grant dollars allow health centers
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to expand their facilities, open new sites, and broaden their services to meet unmet need in areas
with limited access to care. These dollars are invested in services that grant patients easier access
to primary care, including transportation, care coordination, and translation and interpretation
services. And, leveraging of federal resources occurs because the federal Section 330 grant
remains the unofficial stamp of approval that our other sources of funding and support look for
as a representation of a high quality health care provider.

Broad bipartisan support for health centers has brought us to where we are today: 1,400
Community Health Center organizations currently provide care to over 28 million patients in
more than 11,000 rural, urban, and frontier communities.

Despite this success providing access to primary care services to millions of
medically-underserved patients, the nation’s CHS’s still face a funding crisis on September
30, 2019 that threatens the very existence of the Health Center Program. As you know,
federal grant funding for the Health Center program currently comes from two sources:
roughly 30 percent in annual discretionary funding through the Appropriations process and a
little more than 70 percent - $4.0 billion annually - in the Community Health Centers Fund
(CHCF), which will expire at the end of this fiscal year without Congressional action.

Federal investments supporting the health center system of care must be sustained in
a long term and stable manner to ensure health centers’ ability to plan for the future, recruit
staff, and expand services for patients, as well as to reduce the uncertainty caused by year-
to-year renewals of this critical investment in access to care.

Over the last several vears, Shasta Community Health Center and health centers in
California and across the nation have experienced serious uncertainty due to the challenges we

have faced due to recent funding disruptions. By design, health centers are hubs for easier access
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to care — our doors are open to everyone regardless of ability to pay, services are offered on a
sliding scale discount to patients, our patients make up majority portions of our boards of
directors, and we locate our sites in medically-underserved communities. However, the
instability and uncertainty that occurred in the fall of 2017 through early 2018, when mandatory
funding for these programs lapsed, threatened the notion of continuous access. Health centers
around the nation scrambled to keep their doors open, serve patients, preserve and secure bank
loans, and reassure staff and patients that we’d remain open and continue to provide the level of
service patients have become accustomed to over the years.

Frankly, some health centers were luckier than others who were denied for bank loans,
lost National Health Service Corps commitments, or closed sites and laid off staff. During this
six-month period of uncertainty, there was serious concern among some that the federal
government may abandon programs that have shown great promise and provided concrete results
in helping expand access to primary care, train the next generation of providers, and recruit
clinicians to practice in medically-underserved communities.

Some may wonder about the need for ongoing federal grant support in Medicaid
expansion states like California. Like other health centers around the nation, despite our diligent
efforts, Shasta Community Health Center still serves a significant number of patients with no
insurance. In addition, many insured patients are still low-income and unable to access critical
primary and preventative care services because their copays and deductibles are unaffordable.
Clearly our work is not done. Despite the strong bipartisan support and history of investment in
our capacity, many communities in need still lack a health center or any other form of primary
care. Even in communities with a health center, demand often far exceeds supply and significant

unmet need remains due to limited resources. The one constant throughout all of these factors,



25

and at every CHC, is the essential role of the federal Section 330 grant that supports our ability
to provide care to uninsured and underinsured patients.

TI'note for the Committee that there are bills pending in the House to provide stable and
full funding for CHC programs and to prevent a repeat of the distuption and uncertainty that has
occurred during recent reauthorization processes. - For example; H.R: 2328; the Community
Health Investment, Modernization, and Excellence (CHIME) Act of 2019, introduced by
Representatives Tom O’Halleran - a Member of this Committee - and Elise Stefanik, would
provide five years of stable funding for the Community Health Center Fund, including $200
million in annual growth. It also provides five years of funding for the NHSC, including $15
million in annual growth. Likewise, HR. 1943, Community Health Center and Primary
Care Workforce Expansion Act of 2019, introduced by Representative Jim Clyburn would
provide five years of funding for the Community Health Center Fund, including 10 percent
annual growth, as well as an additional $4.6 billion for health center capital funding. H.R. 1943
also includes a significant commitment to expand the NHSC to meet the need for that program
across the country. On behalf of the country’s health centers I want to thank these Members for
introducing this important legislation, and 1 want to thank the Members of this Committee who
have cosponsored this critical funding extension.

National Health Service Corps (NHSC) Reauthorization Legislation

Shasta has benefited greatly from the National Health Service Corps, and I would like to
share some thoughts on why a robust reauthorization of the NHSC is essential. Since its creation
nearly 50 years ago, NHSC has effectively placed more than 50,000 quality health care providers
in the highest need areas of our country at approved sites providing primary medical, dental

and/or mental and behavioral health services in underserved communities, with more than 10,000
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placements in the last year alone.

In exchange for the participants’ service, the program helps alleviate the burden of debt
accumulated during the course of their education. The NHSC includes four distinct programs:
the Scholarship Program, the Loan Repayment Program, the State Loan Repayment Program and
the Students to Service Program. Each of these enable the Corps to recruit primary care
clinicians at different stages of their education and careers to serve in shortage areas of the
country. While most of the program’s placements are within the Loan Repayment Program (81%
in 2018), the other three programs are also crucial to getting high quality providers in the areas
that need them most.

The NHSC is a vital program for those mission-driven students who want to choose
primary care but are burdened by the overwhelming cost of their education. Over the years,
medical school debt has increased some 20-fold. The median four-year cost to attend a public
medical school is about $240,000 and a private medical school degree can be more than

340,000. As I noted earlier, the average medical school graduate starts with about $200,000 in
debt and 14 percent start their residency training owing $300,000 or more. These debt levels are
larger than most mortgages.

The NHSC Scholarship program enables primary care providers to come out debt free in
return for four years of service in a shortage area like mine. In addition, the Loan Repayment
Program provides $25,000 per year of service, starting with a two year term. Our clinicians have
come to Shasta with student debt, entered the NHSC Loan Repayment Program and through their
service been debt free in just a matter of years. It is an incredible program that encourages
students to choose primary care and serve in the highest need areas of the country without the

worry of student debt forcing them to choose otherwise.

11
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Today, NHSC providers are focused on primary care providers in the following fields:

35% i Nurse practitioners, physician assistants, certified nurse-midwives
29% o Mental and behavioral health professionals

...Physicians

Dentists and dental hygienists

There has been a number of bills introduced to expand this list to include other provider
types (optometrists, physical therapists, pediatric psychologists, etc). While we certainly
understand the need to fill vacancies in high need areas of the country, and appreciate the focus
on the NHSC as an effective mechanism to do so, I'd like to say that this is a zero-sum game. If
we add additional providers without increasing the funding, in essence we are reducing the
number of current provider types able to use the NHSC.

Centers like Shasta were pleased to see that last year, Congress was able to extend
funding for the NHSC through September 30, 2019 at the current level of $310 million. Shasta
and other supporters of the NHSC are very thankful for additional discretionary appropriations
specifically targeted to the loan repayment program for use placing substance use disorder
professionals to help address the opioid crisis. So today, much like the CHC program, the NHSC
receives a significant part of its funding through the trust fund (70%) and partial funding through
the annual appropriations process (30%).

Supporters of the NHSC program like me are very concerned about the potential
expiration of NHSC funding on September 30, which would cause even greater damage to the
program as people lose faith in the stability of the program. This will result in a dramatic
decrease in field strength, jeopardizing access to care for millions of people. Therefore,
supporters of the NHSC encourage Congress to authorize mandatory funding without a gap this

Fall and to provide funds for the longest period of time possible.
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As a supporter of the NHSC, I urge Congress to fund it at a level that would enable it to
fund all the number of applicants for loans and awards through this critical program. The current
funding level for the program allows for only 40 percent of Loan Repayment applicants and a
mere 10 percent of scholarship applicants to be granted awards. Clearly, more needs to be done
since the actual need far exceeds the resources ability of the NHSC, with more than 72 million
people living in primary care shortage areas, 54 million living in dental shortage areas, and more
than 111 million living in mental health shortage areas. Both HR. 2328 and H.R. 1943 would
move us toward our shared goal of increasing access to care for those in need. With thousands
of applicants already looking to serve, please enable the NHSC to support these providers and
serve our communities.

Thank you for giving me the time to testify this morning on behalf of the THCGME
program, the Section 330 Community Health Centers program, and the National Health Service

Corps.
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Ms. CASTOR [presiding]. Thank you.
Ms. Autin, you are recognized for 5 minutes.

STATEMENT OF DIANA AUTIN

Ms. AUTIN. Good morning, Chairman Eshoo, Mr. Ranking Mem-
ber, members of the subcommittee. I am Diana Autin, executive co-
director of the SPAN Parent Advocacy Network, home of New Jer-
sey’s Family-to-Family Health Information Center, or F2F.

Today, I represent both SPAN and Family Voices, a national or-
ganization of and for families whose children and youth have spe-
cial healthcare needs, which also provides support to the Nation’s
F2Fs.

I am here today to support H.R. 2822, the Family-to-Family Re-
authorization Act, which will extend funding for F2Fs for an addi-
tional 5 years at the current funding level of $6 million a year.

F2Fs help families with special healthcare needs navigate
healthcare and other systems advocate effectively for their children
and work as partners with providers.

Children and youth with special healthcare needs include those
with autism, epilepsy, traumatic brain injury, cancer, schizo-
phrenia, asthma, diabetes, or any other condition that requires
healthcare services beyond that required by children generally.

Throughout the U.S. there are about 14 million children with
special healthcare needs, 19 percent of all children under 18 and
more than one in five families with children.

Families struggle to find the right primary and specialty care
providers to treat their children and to pay for their care. Even
with insurance, out-of-pocket costs can be very high with copay-
ments and other costs that insurance may not cover at all.

It is difficult to navigate through the worlds of public and private
insurance and other sources of care and financing that all have dif-
ferent eligibility criteria.

Children may miss getting needed services because their families
are unaware of or don’t know how to access or afford them. That’s
where F2Fs come in.

We are staffed by parents of children with special healthcare
needs. Beyond their training, our staff have expertise and empathy,
learn through personal experience.

We reach out to underserved communities and provide our serv-
ices in a culturally and linguistically appropriate manner. We pro-
vide one-to-one assistance like helping a family appeal denial of
coverage for needed services, get insurance coverage or find appro-
priate pediatric specialty care.

For example, in New Jersey, a father called our F2F about his
13-year-old son with Downs Syndrome, autism, major behavioral
challenges. He was struggling to afford prescribed medications
which were making his son’s behavior worse and making him gain
weight.

Our F2F staff connected him to a nearby federally qualified
health center and helped him develop a behavior support plan for
school and access additional services.

Within 6 months, his son was weaned off the medications and
had lost 30 pounds, and his overall health and behavior had im-
proved.
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Some families face more than the usual challenges. Military fam-
ilies must relocate often, needing to find new providers, reapply for
Medicaid, and negotiate for services in a new district.

In New Jersey, we help these families by embedding staff at and
working closely with Joint Base McGuire-Dix-Lakehurst.

Special challenges also arise for families who aren’t proficient in
English or who come from diverse cultural backgrounds or urban
low-income families who may need to take multiple busses to get
to services, and for rural families who must travel long distances
to get specialized care. Sometimes one parent may even have to re-
locate.

Families in the territories and Native American and Alaska Na-
tive families face linguistic and cultural barriers and the complica-
tions of remote locations, often compounded by extreme poverty.

That’s why we were so pleased when last year Congress ex-
panded the F2F program to serve these families. There is now one
F2F in each State, five territories, and three Tribal organizations
as well as DC.

Each receives $96,750 a year. Despite our modest budgets, we
provided information, training, and/or assistance to nearly 1 mil-
lion families in 2018.

F2Fs provide a great value for taxpayers. We help families get
the care and services their children need to survive and thrive and
to avoid medical bankruptcy and we assist providers and policy
makers to better serve children and youth with special healthcare
needs.

Our efforts result in higher quality, more cost effective care and
better outcomes.

The bill before you today would extend the F2F program for an
additional 5 years, longer than ever before. Although modest, the
F2F grant provides a foundation upon which other funding and ac-
tivities can build.

Status as a Federal grantee provides credibility that makes it
easier to secure additional funds and partners. However, those
other funding sources—government agencies, foundations and indi-
vidual donors, and community partner organizations don’t want to
invest time or money in an entity that might not survive for more
than a year.

Greater stability of F2F funding would be extremely valuable to
our effectiveness. Since its creation over a decade ago by Senator
Charles Grassley and the late Senator Ted Kennedy, the F2F pro-
gram has enjoyed strong bipartisan support.

We thank Representatives Sherrill and Upton for continuing this
bipartisan commitment to F2Fs so we can help families secure
timely, high quality, and family-centered care for their children
and youth.

On behalf of Family Voices and SPAN and as a parent myself,
I thank the subcommittee for the opportunity to testify about the
value of Family-to-Family Health Information Centers, and I am
happy to answer any questions.

Thank you.

[The prepared statement of Ms. Autin follows:]
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Good morning Mr. Chairman, Mr. Ranking Member, and Members of the Subcommittee. My
name is Diana Autin and I am the Executive Co-Director of the SPAN Parent Advocacy
Network (SPAN), home of New Jersey’s Family-to-Family Health Information Center (F2F),
one of 59 such parent-led organizations across the country, territories and tribes. I am here today
representing SPAN and Family Voices, the national, family-ied organization that has provided
guidance for the development of the F2Fs since 1999, and technical assistance since the first
federal funding for F2Fs in 2007.

Each F2F receives an annual grant amount of $96,750 from the Maternal and Child Health
Bureau to assist families of children and youth with special health care needs (CYSHCN) in their
state, territory or tribal community. Family Voices, under a cooperative agreement with the
federal Matemal and Child Health Bureau, receives funding of $600,000 per year to provide
technical assistance and support to the F2Fs and to promote partnerships between health
professionals and families of CYSHCN so that these children receive “family-centered,”
appropriate, and cost-effective care. SPAN has collaborated in this national technical assistance
project as a sub-contractor of Family Voices for the past three years and I serve as one of three
Co-Directors of this project.

Family Voices and SPAN strongly support the bill introduced by Representatives Sherrill and
Upton - the Family-to-Family Reauthorization Act of 2019 (HR. 2822) -- which will extend
funding for Family-to-Family Health Information Centers for five more years, through 2024.

Family-to-Family Health Information Centers (F2Fs)

As explained in more detail below, F2Fs help families whose children have special health care
needs to navigate the health care system, effectively advocate for their children, and work as
partners with health care providers. They reach out to underserved communities and provide
their services in a culturally and linguistically appropriate manner. F2Fs also assist providers,
state and federal agencies, legislators, and other stakeholders to better understand and serve
CYSHCN and their families. Ultimately, these efforts result in higher quality, more cost-
effective care, and better health outcomes. All F2F services to families and professionals are
provided without charge.

There has been one F2F in each state and the District of Columbia since 2009, when the program
was fully phased in. Thanks to a 2018 amendment to the program, there are now additional F2Fs
in American Samoa, Guam, Puerto Rico, the Northern Mariana Islands, and the U.S. Virgin
Islands, plus three F2Fs dedicated to serving American Indian and Alaska Native families. These
new F2Fs are serving particularly vulnerable and underserved communities,

The Maternal and Child Heaith Bureau (MCHB) has long recognized the importance of
partnering with families to create effective health care services and systems and, since 1999, has
funded Family Voices to provide technical assistance and training to families of children with
special health care needs to become effective partners at all levels of health care. The focus of
this national family network has evolved as the strength of family leadership has grown and
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federal funding for F2Fs in the states has been put in place. For the past nine years, Family
Voices has provided technical assistance and training to the F2Fs through a project called the
National Center for Family Professional Partnerships (NCFPPY); as of June 1 of this year, this
national project supporting the F2Fs is called “Leadership in Family Professional Partnerships.”

As its name indicates, the F2F program is based on the idea that families who have experience
navigating the health care system for their own children are the best guides for other such
families. By statute, F2Fs are staffed by family members of children and youth with special
health care needs. Beyond their training, they bring expertise and empathy learned through their
personal experiences to their F2F work.

Federal taxpayers get great value from the F2F program, the total cost of which is only $6
million annually. Extremely dedicated, F2F staff work tirelessly, often traveling long distances
and working long hours. Despite their modest budgets, F2Fs provided information, training
and/or assistance to nearly one million families in 2018.

Background on children and youth with special health care needs

Children and youth with special health care needs are those who have or are at increased risk for
a chronic physical, developmental, behavioral, or emotional condition and who also require
health and related services of a type or amount beyond that required by children generally.! They
may have physical, developmental, or intellectual disabilities (e.g., cerebral palsy or autism),
chronic health conditions (e.g., diabetes or epilepsy), serious illnesses (e.g., cancer), rare genetic
diseases (e.g., mitochondrial disorders), severe injuries (e.g., traumatic brain injury), mental
health conditions (e.g., serious depression or schizophrenia), or other conditions requiring
frequent health care services.

Throughout the U.S., there are about 14 million CYSHCN, constituting 19 percent of all
children under age 18. More than one in five families with children has at least one child with
special health care needs.

Challenges faced by families of CYSHCN

The health conditions of CYSHCN can be chronic and complex, and finding the pediatric
specialists to provide appropriate care can be a struggle. Moreover, necessary care is often
extremely expensive; even people with insurance struggle to afford copayments and to pay for
therapies and equipment that are not covered. The web of available services — covered through
private insurance, Medicaid, CHIP, the school system, state Title V maternal and child health
programs, or other agencies and organizations — is difficult to navigate and involves multiple
eligibility criteria and coverage standards. As a result, children may miss valuable services
because their families are unaware of them, their eligibility criteria, and financing options to pay
for them, or are unable to access or afford them.

! This is the definition used by the Health Resources and Services Administration, From: McPherson M, Arango P,
Fox H, Lauver C, McManus M, Newacheck P, Perrin J, Shonkoff J, Strickland B. A new definition of children with
special health care needs, Pediatrics, 102(1):137-140, 1998.
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Health care systems do not always work well for CYSHCN, particularly children with complex
needs, and for those whose families are not proficient in English or come from diverse cultural
backgrounds. Rural families also have particular difficulties accessing care for their children.
Many children with special health care needs are eligible for Medicaid because of their
conditions or family income, but may face complications in establishing eligibility or procuring
services. Some challenges faced by families of CYSHCN include:

e ascarcity of subspecialty providers, especially in rural areas, or those who take Medicaid.
resulting in the need to travel long distances and/or wait long times for an appointment;

e problems with insurance plans, including Medicaid managed care plans,” such as
inadequate provider networks; failure to cover or slow approval of out-of-network or out-
of-state care; lack of continuity of care due to changing provider networks; and lack of
plan experience in adequately serving this population;

* inadequate coverage of medications, medical equipment, medical supplies, hearing aids,
medical foods, and other necessities;

e inadequate coverage of nursing services, therapeutic services (e.g., occupational, physical
and speech therapies), and non-medical services (e.g., transportation, respite, home or
vehicle modifications, family lodging for out-of-area care),

« insufficient access to home and community-based care, including a shortage of home
nurses, sometimes forcing children into nursing homes rather than allowing them to be
cared for at home, or preventing them from attending school (if they need a nurse to
accompany them),

s failure to integrate mental health and medical services and lack of provider expertise in
treating children with co-occurring diagnoses,

e lack of or ineffective care coordination among the child’s providers;

e long waiting lists for and incomplete information about Medicaid waivers;

o for families not proficient in English, a lack of interpreters during medical appointments,
and a lack of informational materials and communications from insurance companies and
Medicaid agencies in the family’s language;

s lack of understanding about different cultures’ views of health care on the part of health
care providers, insurance companies and Medicaid agencies; and

e inadequate preparation for transition to adult-care services.

F2Fs help families

F2Fs help families in a variety of ways to access care, advocate for their children, partner with
providers, and find ways to afford the care their children need. F2Fs provide one-to-one
assistance, which might entail helping the family appeal a denial by their private insurance
company, Medicaid or CHIP for services, equipment or supplies; helping the family gain

2 From the National Academy for State Health Policy: “The first wave of Medicaid managed care in the 1990s saw
many states carving out services for children and adults with special needs through fee-for-service arrangements,
However, these trends have changed dramatically since that time. Recent CMS data and a 2010 Kaiser Family
Foundation survey indicate that 32 states mandatorily enroll at least some children and youth with special health
care needs (CYSHCN) in managed care, 20 states enroll CYSHCN in managed care on a voluntary basis, and about
half of states mandate managed care for at least some children who receive Supplemental Security Income (S81).”
(Source: hitp://www nashp.org/early-highlights-of-what-the-final-managed-care-rule-for-medicaid/)
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Medicaid eligibility under a state home and community-based services waiver or other eligibility
pathway; helping the family get early intervention services, find an appropriate pediatric
subspecialist or facility, or meet other needs, such as speech or other therapy services, home-
nursing services, transportation, home modifications, or translation services. Since F2F staff are
parents who have “been there” themselves, they can also offer emotional support and
encouragement.

F2Fs also help families learn skills and gain confidence to communicate more effectively with
health care professionals and to advocate for their children within hospitals and other provider
settings. They disseminate information via fact sheets, manuals, toolkits, newsletters/e-
newsletters, websites, and social media, and hold workshops for families on numerous topics,
including those related to MCHB’s six core outcomes for a system of care for CYSHCN -- early
and continuous screening to identify needs, access to a medical home to coordinate care, help
finding community services, access to adequate health care financing, preparation for transitions
to adulthood, and effective partnerships with professionals.

Ninety-two percent (92%) of families helped by F2Fs report that they are better able to partner
with providers and navigate systems as a result of the assistance received from their F2F, and 90
percent report increased confidence in their ability to access the services their child and family
need.

F2Fs also help families financially, and thereby help their children. They assist families to access
adequate health care financing, such as Medicaid, CHIP, and private insurance. F2Fs understand
the particular health care financing issues faced by families of CYSHCN as well as special health
care financing resources that might be available to them, such as State Catastrophic Illness in
Children Relief Funds. In addition, many F2Fs have special expertise in helping diverse and
underserved families understand complex financing systems. A family that is impoverished, in
debt, or actually driven to bankruptcy due to out-of-pocket medical expenses, can have their
financial and emotional well-being revived when their child gets Medicaid coverage, perhaps
through a special waiver for technology-dependent children or developmental disabilities that the
family would not have known about had they not received services from their F2F. A family that
cannot afford both physical and speech therapy for their child can see their child learn to walk
and talk once they gain public or private health insurance coverage. Parents who are unsure
whether they can afford to fill a prescription for a critical medication can breathe more freely
when an F2F helps them get their insurance company to pay for the drug. Parents who had to
stay home to care for their child may be able to go back to work if they can get coverage for
home-nursing services.

One example of how F2Fs help CYSHCN and their families comes from a father in New Jersey:
“Losing my insurance turned out to be a blessing in disguise! I have a 13-year old with Down
syndrome and autism. He has major behavioral challenges and at the suggestion of his
neurologist, he was taking three different medications that made his behaviors worse and made
him gain 40-50 pounds. I was desperate when I contacted SPAN because 1 could no longer
afford the medications and was overwhelmed with his other health challenges. SPAN
recommended the Federally Qualified Health Center near my home and over time we were able
to wean him off the medications. I worked with SPAN to develop a positive behavior support
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plan for school and they helped us get connected with Special Child Health Services and the
Family Support Organization. ] am so amazed that my son is now a totally different kid! He lost
30 pounds in six months and his overall health and behavior has significantly improved. He can
run around the park without wheezing!”

As discussed below, some families face more than the usual challenges experienced by those
whose children have special health care needs. F2Fs assist these families as well.

Military Families

Military families must relocate more often than most other families. When they move to another
state, they must find new medical specialists, reapply for Medicaid waivers, and negotiate for
school-based health services with a new school district. Moreover, they might find that the
military insurance program, TRICARE, makes different coverage decisions in different regions,
and they must coordinate coverage between TRICARE and any new employment-based
coverage the military spouse might have. On top of that, one parent may be deployed, meaning
the parent at home is a single parent, possibly caring for multiple children without family,
friends or support networks in the new area.

Resiliency for members of the military members and their families must be a priority; it's
difficult for military members to concentrate on the important work they do if their family is not
able to access what they need. Some F2Fs in areas with many military families have developed
expertise in serving them. SPAN is an example of such an F2F, and has worked hard to
establish and maintain a deep partnership with Joint Base McGuire-Dix-Lakehurst. In fact, there
are F2F workers embedded on the base, co-located with the Exceptional Family Military
Program (EFMP) Medical, Family Support, and School Liaison Office, the on-base clinic, and
all the on-base supports for military families of children with disabilities. To date, SPAN’s one-
stop program has served well over 1,000 military-connected families, and has been recognized
as a Department of Defense best practice.

Military families come to SPAN's F2F with issues ranging from a child with a transplant
needing hands-on advocacy to facilitate their return to a safe educational placement, to a child
with Prader-Willi Syndrome and other significant health complications with a need for nursing
supports, to a young student in 5th grade bullied to the point of suicidal ideation, who needed
access to effective providers and support. For this child and family, SPAN went with the family
to the school to make a harassment/intimidation/bullying report and worked with the base’s
Security Police to get a mental-health mobile response team onto the base without requiring the
parents to leave their struggling child to sign them in.

Other F2F grantees that offer special help to military families include the Rhode Island Parent
Information Network and Washington State’s PAVE (Partnerships for Action, Voices for

Empowerment).

Underserved and culturally diverse families

Almost 40 percent of the families served by F2Fs reported that they were non-white, and almost
16 percent were Hispanic/Latino/Latina. F2Fs reach families of diverse backgrounds in many
ways—hosting support groups and leadership conferences for families in multiple languages,
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facilitating focus groups to learn about outreach and service delivery strategies and to create
culturally competent materials, participating in community meetings serving diverse
communities, and partnering with community-based “cultural liaisons.” F2Fs also help develop
the feadership skills of diverse families, which has been a major focus of the last three years of
the NCFPP project. F2Fs partner with agencies that serve a high percentage of underserved
families, such as Federally Qualified Health Centers (FQHCs). For example, in Georgia, the F2F
houses regional coordinators in clinics serving underserved populations. After a family sees the
doctor, the regional coordinator connects the family to local resources, matches them to another
family for emotional support, and provides them with information. In New Jersey, SPAN
partnered with three FQHCs in low-income, high-immigrant communities. Trained Family
Resource Specialists provided training to the FQHCs and to immigrant, limited-English-
proficient parents served by those FQHCs, leading to statistically significant improvements in
outcomes. Several of the FQHCs continue to facilitate ongoing parent-support groups for
families of CYSHCN in their practice. F2F staff and trained parent leaders work with the 20
FQHCs with which SPAN has written linkage agreements to provide ongoing support to families
of CYSHCN.

Family Voices supports multiple opportunities for F2Fs to expand their cultural competence and
outreach to diverse families through conference sessions, webinars, materials and sharing of best
practices. Family Voices projects offer F2Fs chances to engage families from diverse cultures in
leadership roles, such as the Family Wisdom project, federally funded through a Patient Centered
Outcomes Research grant. This project supported diverse family leaders from 16 F2Fs in an 18-
month “Community of Practice” activity in which participants met monthly to share strategies
for how to facilitate participation in health research by members of diverse communities.

Native American and Alaska Native Families

Native American and Alaska Native CYSHCN and their families face particularly difficult
circumstances. They experience high levels of poverty, and many live in extremely sparsely
populated areas lacking basic services like water, electricity, and heat. It may take many hours to
get to a health care facility, let alone a pediatric subspecialist, and transportation options may be
very limited. In some areas, roads are impassable in bad weather. In addition, these families must
navigate the Indian Health Service, as well as the private or public insurance they might have.
Since reservations may span multiple states — the Navajo Nation spans three ~they may have to
obtain out-of-state or out-of-network services more frequently than other families, which can be
difficult with Medicaid (or even private) coverage. (Other rural and border-state families have
the same problem.)

As you know, in early 2018 Congress authorized the establishment of F2Fs for five U.S.
territories and at least one tribal community, a goal toward which Family Voices had been working
for a long time. It is extremely exciting that in October 2108, grants were awarded to establish F2Fs
in five U.S. territories (discussed in the next section), and three F2F grants were awarded to serve
Native Americans and Alaska Natives:

Navajo Nation

Indian Country Grassroots and Navajo Family Voices has been designated the F2F for the
Navajo Nation. The Navajo Nation straddles the states of Arizona, New Mexico and Utah, each
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with its own state-based set of resources for families as well as resources provided by tribal
government and community groups. Integrating these resources and understanding how they
work together is fundamental to Nahat’a (planning for balance and harmony). The F2F wiil
develop and provide peer-to-peer connections, support, resources, and training for parents,
family members, providers, and communities to better support children and youth with special
health care needs on the Navajo Nation. Their goal is to establish a holistic information and
support system incorporating Diné cultural practices and principles in planning and decision-
making for wellness and success. Alchini hozhédji ba Nahat'a means “planning for the children
in a blessing manner."

Parents Reaching Out (NM) and Raising Special Kids (AZ)

Project CARES (Cultivating American Indian Resource Expansion in the Southwest) is a
collaboration between two experienced state F2Fs, Raising Special Kids and Parents Reaching
Out, to provide culturally appropriate resources, support, training, and technical assistance to
families of CYSHCN within seven medically underserved tribal communities. Communities to
be served include the Hopi, Mescalero Apache, Navajo Nation, Salt River Pima-Maricopa Indian
Community of the Salt River Reservation, Tohono O’odham Nation, White Mountain Apache
Tribe, and Zuni Pueblo.

Alaska F2F at Stoue Soup Group

Stone Soup Group, an experienced F2F, serves as Alaska’s designated Alaskan Native F2F. The
project is staffed primarily by parents and family members of CYSHCN who understand the
systems and processes from a unique first-hand perspective. F2F staff will assist families to
navigate through the often-overwhelming maze of programs and services, facilitate productive,
healthy relationships between families and professionals to promote family-centered, culturally
appropriate care, and assist families, health care providers, social workers, government entities,
and other community organizations to partner to improve systems.

Families in U.S. Territories

Families in U.S. territories, particularly those who have CYSHCN, face special challenges for
several reasons, including high levels of poverty, a scarcity of local health care providers, the
need to travel long distances to obtain pediatric subspecialty care, capped Medicaid funding,
substandard infrastructure, and high incidences of certain health conditions. In October 2018,
F2F grants were awarded in Puerto Rico, the U.S. Virgin Islands, American Samoa, the
Commonwealth of the Northern Mariana Islands, and Guam. Family Voices has been able to
make in-person technical assistance visits to each of these new F2Fs in the current year and all
these new F2Fs sent representatives to the May 2019 Family Voices Leadership Conference in
Washington DC.

Puerto Rico

The Puerto Rico F2F is a Project of the Puerto Rico University Center for Excellence in
Developmental Disabilities (UCEDD), part of the Graduate School of Public Health, School of
Medicine of the University of Puerto Rico. Staffed with parents of CYSHCN, this F2F focuses
on providing support, information, resources, tools and training to empower families to advocate
for services and improve systems. Professionals, and students from a variety of fields, will
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receive training and information to leam about the needs of families and how to engage families
as partners.

The U.S. Virgin Islands

The F2F at the Developmental Disabilities Center in the U.S. Virgin Islands was funded in 2018
in response to the needs of the families in this territory. In this eight-month planning year the
F2F staff has convened key partners across the territory, engaged parents of CYSHCN to assess
their needs, and is informing and educating key elected officials about the needs of CYSHCN.
The goal of the F2F is to support and empower families to seek appropriate services to address
the needs of their CYSHCN while being attentive to the diverse cultures that exist on the islands.

American Samoa

American Samoa is a U.S. territory located in the south Pacific with over 55,000 residents. The
American Samoa Department of Health received funding to plan for and develop an F2F. During
this eight-month planning year, American Samoa has undertaken a comprehensive formative
assessment, meeting with families, self-advocates, service providers, and agency and government
leaders to evaluate the community’s needs and assets. The results of that assessment will inform
F2F activities aimed at building family leadership capacity, facilitating interagency
collaboration, improving collection and sharing of data on CYSHCN, and promoting public
awareness of disability issues.

Commonwealth of the Northern Mariana Islands (CNMI)

The Commonwealth of the Northern Mariana Islands (CNMI) is a U.S. territory in the
northwestern Pacific with about 55,000 residents. The CNMI Department of Health received
funding to plan for and develop an F2F. They have used this planning period to develop and
implement an extensive assessment to determine the needs of families by meeting with all
stakeholders, including families, providers and government officials. The assessment results will
inform the next steps for developing the activities of the F2F, which include goals of building the
capacity of families to advocate for their needs and for improvements in the system of care.
Activities to improve interagency collaboration, collect and share data on CYSHCN and to
promote public awareness of disability issues will be an essential aspect of the work.

Guam

Guam is a U.S. territory located in the western Pacific with 162,000 residents. Through Guam’s
Department of Health, this newly funded F2F will focus on the development of a centralized data
system and on developing a health resource center that will benefit families of CYSHCN. The
Center will provide information and resources to these families and direct them to the
appropriate programs or agencies to receive the assistance they need.

Family Voices staff member Glenn Gabbard, who is of Samoan heritage, has been assisting
health agencies and family organizations prepare for F2Fs in the three Pacific territories —~
American Samoa, CNMI, and Guam. His observations on recent trips to the territories are
valuable:

Each of the three Pacific territories that I am working with demonstrate the diversity of
colonial history and current socio-economic status between and among the territories
themselves. While visiting, I was deeply impressed with how important the presence of
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the Family to Family Centers will be. Having met with over 30 different families as well
as the territorial legislators and public offices designed to serve them, it became very
clear that the current health care delivery systems do not adequately represent the
aspirations and challenges which these families have. There are significant cultural
challenges to building the capacity of families to actively engage in the various systems
which are intended to serve them; however, I was convinced by the passion and
dedication of families for their children and their hopes for a healthy, fulfilling future for
their children.

F2Fs improve health outcomes for children and youth

Parents who advocate effectively on behalf of their children’s health care, and who have the
partnership skills to communicate and work with health care providers in meaningful ways,
report improved health outcomes for their children as a result of that parent involvement. A
growing body of evidence demonstrates that parents are more likely to be able to advocate
effectively when they are provided with support by peers.

For example, in the Rhode Island Pediatric Primary Care Enhancement Project, a federally
funded pilot project, trained parents of CYSHCN were placed in primary care practices for 20
hours per week to provide support to individual families (those with and without children with
special health care needs) in navigating across and advocating in multiple systems. These family
leaders also worked with primary care providers on partnering more effectively with families and
connecting families to available resources and supports. A study of the project’s impact found
that placing trained parents of CYSHCN in pediatric practices reduced the cost of care, reduced
inappropriate utilization of services, including inpatient care, and increased parent and provider
knowledge and satisfaction.

F2Fs improve health systems and cost-effectiveness of care

Often, state Medicaid agencies, managed care organizations, and health care facilities do not
meaningfully engage or consider the input of families and family organizations in the
development, implementation and evaluation of their organizational policies, procedures,
programs, and practices. As a result, they are missing opportunities to address some of the
problems and inefficiencies in their systems, and thus to improve patient care, family
satisfaction, and health outcomes.

Families have critical insights about how institutions and systems can best serve their children,
and do so more efficiently. F2Fs promote family engagement with health care providers and
government agencies with the aim of improving institutional and government policies affecting
CYSHCN and their families. The NCFPP (now LEPP) and F2F's train parents and professionals
to become more effective partners in the treatment of CYSHCN, and train parents and youth of
diverse backgrounds to meaningfully engage with policymakers at the individual, community,
state and federal levels. They provide feedback to health care providers; participate on the
advisory boards of health clinics, hospitals, and health maintenance organizations; work with
state agencies on policies to ensure that they effectively meet the needs of diverse families; and
participate in national-level partnership activities to improve policies and systems. Outcomes
research provides evidence of the value of such participation at all levels of health care.
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The importance of federal funding and the Family-to-Family Reauthorization Act of 2019

Each F2F receives a federal grant of $96,750, regardless of the state’s population or geographic
size. This small amount of funding can support only one or two employees, but it also provides
something else of great value. As a federal grantee, an F2F has a certain degree of credibility that
can help it secure other funding from foundations, state and local agencies, or private donors.

That credibility comes from the designation as the federally-recognized F2F, from the fact that
organizations must apply for this funding and score high enough to be awarded an F2F grant, and
from the results of the qualitative and quantitative evaluation that F2Fs must undergo. For
example, at least 30 F2Fs also receive funding from their state Title V Maternal and Child Health
Program via the block grant and/or other state funding, to supplement the individual assistance
the F2Fs can offer or to support the F2F’s role in other initiatives to improve quality and
outcomes at the program and policy levels. For example, SPAN is funded by our Title V and
other state agencies in the domains of maternal/infant health (Community Doula pilot);
adolescent health (Parents As Champions for School Health); and child health (Parent Lead on
Help Me Grow, Early Childhood Comprehensive Systems grant, and Home Visiting).

F2Fs can also use the credibility and data from their F2F status to secure funding from county
and local agencies and foundations. For example, SPAN is funded by the NJ Bar Foundation to
provide individual assistance to families and training to families, youth and professionals about
the health and education rights of CYSHCN in the child welfare and juvenile justice systems and
the resources available to support them. SPAN training is part of the professional preparation for
every new social worker at our state’s child welfare agency. And the recognition of SPAN as the
state’s F2F has also led to numerous fee-for-service contracts with local, county and state
agencies to train their staff.

The information above provides clear evidence of the importance of continued funding for the
nation’s 59 F2Fs. But the proposed legislation does more than that. It extends the funding for
five years rather than fewer. The fength of the grant period is critically important. Although
modest, the F2F grant provides a foundation upon which other funding can build. However,
those other funding sources — state Title V programs, local government agencies, foundations,
and individual donors — want to fund and partner with organizations that have stable base
funding.

It is also difficult to recruit and retain staff when you have to tell them every other year that their
job may disappear. All families need a sense of stability in their employment but this is even
more critical for families of CYSHCN; they must maintain health insurance and they already
face many challenges in their lives.

Finally, trusting and effective partnerships with community-based groups — such as FQHCs,
hospitals, and other nonprofit organizations — require time and effort to develop and nurture. This
can happen only if the partner agencies have confidence that their relationships and shared work
with the F2F will continue for a meaningful period; otherwise, it’s not worth their investment of
time and energy.
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It’s important to note that some F2Fs are part of a larger organization, like SPAN, through which
they may be able to receive in-kind support. Other F2Fs essentially stand alone, relying primarily
on their federal F2F grant to keep their doors open. For both of these types of F2Fs, being able to
rely on the continued existence of F2F funding is critical.

Since its inception over a decade ago, when it was created by Senator Charles Grassley and the
late Senator Ted Kennedy, the F2F program has enjoyed strong bipartisan support. We are very
grateful to Representatives Sherrill and Upton for continuing this bipartisan effort to ensure that
families can secure timely, high-quality, family-centered care for their children and youth with
special health care needs.

On behalf of Family Voices and SPAN, I would like to thank the Chairman, Ranking Member,
and Subcommittee Members for the opportunity to testify about the value of Family-to-Family
Health Information Centers. I would be happy to answer any questions you might have.

ATTACHMENTS

Below:

* F2F funding history
e F2F fact sheet

o The Value of F2Fs

Separate document:
e FY2018 F2F Data Brief [hyperlink]

Family Voices contact:
Janis Guerney

Director of Public Policy
jeuerney(@familyvoices org
202.669.5233
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FUNDING HISTORY FOR
FAMILY-TO-FAMILY HEALTH INFORMATION CENTERS

1999-2006: Family-to-Family Health Information Centers were developed in some states with the support of Family Voices
and funding from the Robert Wood Johnson Foundation, the Maternal Child Health Bureau (MCHB), and the Centers for
Medicare and Medicaid Services (CMS),
FYs 2007-present: The Family Opportunity Act (part of the Deficit Reduction Act of 2005), as amended subsequently (see
table below), has authorized and funded F2Fs. After a phase-in period, one grant has been awarded in each state and DC
since 2009. Throngh FY 2017 total program spending was $5 million per year. Beginning in 2018, an F2F was established in
five of the U.S territories - American Samoa, Guam, Northern Mariana Islands, Puerto Rico, and the U.S . Virgin Islands)
and three have been established to serve Indian tribes. Funding is automatic {not appropriated) once authorization is
extended. Total program funding for FYs 2018-19 is $6 million per year,

Law
Soc. Sec. Act §301(c)

Federal Fiscal Year

Grant cycle funded

Amount

2005 (2/3/06)
(Grassley/Barton/Bush)

{42 U.S.C. 701(c)] as amended by: funded (10/1-9/30) (June 1-May 31) (per Federal FY)
Family Opportunity Act FFYs 2007, 2008, Through May 2010 FFY 2007 - $3 million
(FOA)/Deficit Reduction Act of | 2009 FFY 2008 - $4 million

FFY 2009 - $3 million

Affordable Care Act (ACA)
(3/23/10)
(Baucus/Waxman/Obama)

FFYs 2010, 2011,
2012

Through May 2013

FFY 2010 ~ $3 million
FFY 2011 - $5 million
FFY 2012 - $5 million

American Taxpayer Relicf Act
of 2012 (ATRA) (1/1/13)
(Baucus Upton/Obama)

FFY 2013

Through May 2014

$5 million

Bipartisan Budget Act of 2013
(BBA) (12/26/13)
(Baucus:/Upton/Obama)

“Portion of FY 2014
before April I, 2014”
(first half FFY 2014)

Through November
2014

$2.5 million

Protecting Access to Medicare
Act of 2014 (4/1/14)
(Wyden:/Upton/Obama)

“Portion of FY 2014
on or after Apnil 1,
2014” (2" half FFY
2014)

Through May 2015

$2.5 miltion

(MACRA) (4/16/15)
(Hatch/Uptorn/Obama)

N
-
“Portion of FY 2013 Through November $2.3 miltion
before April 1, 20157 2015
(first half FFY 2015)
The Medicare Access and CHIP | FFYs 2015, 2016, Through May 2018 FFY 2015 - $5 M (total)
Reauthorization Act of 2015 2017 FFY 2016 -$5 M

FFY 2017-$5 M

The “Advancing

Chronic Care, Extenders, and
Social Services (ACCESS) Act™
within the Bipartisan Budget Act
of 2018 (Sec. S0101) (2/9/18)
(Hatch/Walden/Trump)

FFYs 2018 and 2019

Through May 2020

FFY 2018 - $6 million

FFY 2019 - $6 million

-+ amendment to develop at least one
F2F for Indian tribes and an F2F in
cach of five U S territories (American
Samoa, Guam, Northern Mariana
Islands, Puerto Rico, U.8.Virgin
Istands)
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FAMILY \'/JOICES®

+ .« keeping familics ar the center of children’s health case

Family-To-Family Health Information Centers (F2Fs)

Throughout the US, there are nearly 14 million children and youth with special health care needs
(CYSHCN), constituting 19 percent of all children under age 18. More than one in five households with
children has at least one child with special health care needs. Nearly a third of these families who have
insurance report that it is inadequate to meet their children’s needs.

It is very difficult for families to figure out how to finance their children’s care, given the great expense
and complexity of potential funding sources - including private insurance, Medicaid, CHIP, state Matermnal
and Child Health programs, and the Individuals with Disabilities Education Act (IDEA) — each with
different eligibility and coverage criteria.

The Maternal and Child Health Bureau (MCHB) administers a grant program to fund one Family-to-
Family Health Information Center (F2F) in each state, the District of Columbia, and five U.S territories,
plus three F2Fs to serve tnibal communities.

Family-to-Family Health Information Centers (F2Fs) —

o help families of CYSHCN learn how to navigate the complex health care system, advocate for their
children, and make informed choices about health care in order to promote good treatment decisions,
cost-effectiveness and improved health outcomes,

o work with families, youth, and health care providers to help youth with special health care needs
transition to adult services and independence.

o provide training and assistance to health care providers and public agencies to promote family-
centered, culturally competent, and lingwistically appropriate care and medical homes for CYSHCN.

o work to engage families and youth in efforts to improve the health care system.

F2Fs are staffed by families of CYSHCN who have extensive personal experience and professional
training in accessing and financing health care for CYSHCN.

Each F2F receives less than $97,000 per year to serve its entire state/territory/tribal community. (The grant
amount has not increased substantially since the inception of the program in FY 2007.)

Despite their shoestring budgets, F2Fs provided information, training and/or assistance to nearly one
million families and over 374,000 health professionals in 2018.

The F2F grant program was established with bipartisan support by the Family Opportunity Act, part of the
Deficit Reduction Act of 2005,

After a three-year phase-in period ending in 2009, the program was extended through FY 2017, with level
funding of $5 million per year, through amendments in various other laws.

In 2018, the *Advancing Chronic Care, Extenders, and Social Services (ACCESS) Act” wathin the
Bipartisan Budget Act of 2018 (Sec. 50101) extended F2F funding through FY 2019, at $6 million per
year, and allowed grants to be awarded for U.S.terntories and Indian tribes. For the work of F2Fs to
continue beyond this fiscal year, additional legislation will be needed.

(updated 030219,
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««« keeping familics ar the center of children's health care

The Value of Family-to-Family Health Information Centers

Imagine a family that is suddenly confronted with a very premature baby likely to have multiple health
problems or disabilities, or discovers that their child needs a kidney transplant, or has autism, diabetes,
epilepsy or a serious mental illness. They are likely to be at a loss for information about how to get the
best treatment for their child — how to find the right specialists, therapists, or caretakers — and how to pay
for that costly care (autism therapies, private-duty nursing, and specialized medications, for example, can
cost tens or even hundreds of thousands of dollars per year.)

When a family receives help from a Family-to-Family Health Information Center, they can get this vital
information, emotional support, and help in navigating the complex maze of health care financing. Your
state’s Family-to-Family Health Information Center can provide examples of how they have helped
families in one or more of these ways.

The assistance that F2Fs provide:

(1) improves health outcomes for kids;

(2) reduces government health care spending (i.e., to Medicaid, public clinics, public hospitals) or
costs to the health system in general (e.g., to families, insurance companies) by ensuring that
children get timely, appropriate care, and cost-effective care;

(3) reduces government education spending (i.e., where early intervention helps to avoid or reduce
the need for special education);

(4) enables families to get care for their kids without having to face bankruptcy or spend all their
college or retirement savings;

(5) enables parents to continue to work (e.g., because they can get nursing care for their child);
and/or

(6) keeps children at home with their families, and out of costly and psychologically harmful
institutional care.

For national and state-specific information about I2Fs, see
htip: familyvoices.org nefpp 265 or
contact Janis Guerney (jgueriney d familyvoices.org or 202-669-5233)

Family Voices is an organization of and for families whose children have special health care needs.
www. familyvoices.org

(updared 030219,



46

Ms. CASTOR. Thank you very much.
Dr. Kowalski, you are recognized for 5 minutes.

STATEMENT OF AARON J. KOWALSKI, Pu.D.

Dr. KowALsKI. Ranking Member Burgess and members of the
subcommittee, thank you for giving me the opportunity to testify
before you today.

In 1977, my brother—my younger brother, Steven, was diagnosed
with type 1 diabetes, or T1D, at the age of 3. In 1984, I too was
diagnosed with T1D when I was 13 years old.

Because of that, I went on to get my doctorate in microbiology
and molecular genetics, and then focused my career on the fight to
cure this terrible disease and to help other people with diabetes
stay healthy until then.

I've worked at JDRF, the world’s largest charitable funder of
type 1 diabetes research for 15 years, and just 8 weeks ago I be-
came its president and CEO.

I am here today with a simple message from our community. The
Special Diabetes Program is making a tremendous difference in our
lives and our hopes for the future.

We need you to continue to give it robust support. There is so
much momentum that we can’t afford to lose. We are grateful for
the leadership of this committee on both sides of the aisle over the
years and the broad bipartisan support in Congress for this Special
Diabetes Program, or SDP.

By supporting the SDP, you have been the catalyst that has fun-
damentally changed diabetes management, diabetes care, and have
brought us even closer to cures for diabetes.

In addition, lives are being transformed by the Special Diabetes
Program for Indians, or SDPI, which funds prevention and treat-
ment programs for those in American Indian and Alaska Native
communities that are particularly affected by type 2 diabetes.

Approximately 30 million Americans have type 1 or type 2 diabe-
tes and about a third of the Medicare budget is spent on people
with diabetes.

Thanks to the funding provided by Congress, we have seen major
progress in type 1 diabetes research that has led directly to im-
provements in the health and quality of life for people with diabe-
tes and significantly reduced the risk for the terrible and costly
complications of the disease.

This includes the first FDA-approved artificial pancreas, or AP
system, which came on the market several years earlier than ex-
pected, thanks to research supported by SDP.

AP systems drive significantly better glucose levels, which reduce
the risk for these terrible complications. For those who do have
complications, we’ve seen incredible advances in drugs that pre-
serve and even improve vision who have diabetic eye disease, and
other drugs that are being tested as we speak for those who are
at risk for diabetic kidney disease.

And this is just the start. The SDP is currently funding multi-
disciplinary and path-breaking research to understand the causes
of type 1 diabetes and how it can be cured.

While the SDP research funding moves us closer to cures and im-
proves the quality of care for those with type 1 diabetes, the SDP
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eye program that is run by the Indian Health Service has played
a critical role in tackling type 2 diabetes among American Indians
and Alaska Natives, a population that is disproportionately suf-
fering from the disease.

These communities have a diabetes prevalence rate approxi-
mately 2 times the national average and the death rate 1.8 times
higher than the general U.S. population due to diabetes.

Thanks to the SDPI, which funds evidence-based diabetes treat-
ment and prevention programs that help over 700,000 people in 35
States, there have been marked improvements in average blood
sugar levels and reductions in the incidence of cardiovascular eye
and kidney disease.

As you can see, SDP and SDPI programs are making a real dif-
ference in the lives of people with type 1 and type 2 diabetes.
That’s why JDRF strongly supports House Bills 2668 and 2680, in-
troduced by Representatives DeGette, Reed, O’Halleran, and
Mullin that will raise the amount of funding to $200 million a year
for SDP and SDPI and fund them for 5 years.

All of us at JDRF are grateful that 378 representatives, includ-
ing nearly all of the members on this subcommittee and the full
committee signed a letter to leadership, led by Representatives
DeGette and Reed, that recognizes the important contributions of
this program—these programs, and calls for the program’s renewal.

We look forward to working with this broad group to get these
bills passed and continue diabetes research advances and care.

Thank you, and I would be happy to take any questions.

[The prepared statement of Dr. Kowalski follows:]
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Chairman Pallone, Ranking Member Walden, Chairwoman Eshoo, Ranking Member Burgess,
and Members of the Subcommittee, thank you for giving me the opportunity to testify before you
today.

In 1977, my younger brother Stephen was diagnosed with type 1 diabetes (T1D). It was a bolt
out of the blue. I was diagnosed with type 1 diabetes in 1984, when 1 was 13 years old. Because
of that, I went on to get my doctorate in microbiology and molecular genetics, and then 1 focused
my career on the fight to cure this terrible disease and to help people with diabetes stay healthy
until that day.

1 have worked at JDRF — the world’s largest charitable funder of type 1 diabetes research — for
15 years, and just 8 weeks ago, I became its President & CEO.

I have traveled the country talking with many thousands of people affected by diabetes. And 1
am here today with a simple message from our community: the Special Diabetes Program is
making a tremendous difference in our lives and in our hopes for the future. We need you to
continue to give it robust support.

We are grateful for the leadership of this committee on both sides of the aisle over the years and
the strong bipartisan support in Congress for the Special Diabetes Program or SDP. By
supporting the SDP, you have been the catalyst that has fundamentally changed diabetes
management, diabetes care, and have brought us ever closer to cures.

What you are funding are not simply science experiments. What you are funding is research that
has led —and is leading — to significant advances. I can’t even begin to describe this
transformation in how we manage diabetes in just the past 10 years. After pricking my fingers to
draw blood an estimated 51,000 times over the last 35 years, continuous glucose monitoring
(CGM) technology — the initial development of which was supported by the SDP — has allowed
me to go without a single poke for over five months now. Vision loss used to be a given in T1D;
today multiple therapies are available to help preserve sight. These advances would have been
unthinkable to me in 1984, 1994, or even 2004.

Continued funding of the SDP, also known as the Special Statutory Funding Program for Type 1
Diabetes Research, will keep this research and this transformation going. It will relieve the daily
burden for people with T 1D, reduce serious complications of the disease, and bring us steps
closer to a world without this disease.

In addition, lives are being transformed by the Special Diabetes Program for Indians or SDP1
program which funds prevention and treatment programs for those in American Indian and
Alaska Native communities that are disproportionately impacted by type 2 diabetes. The clinical
results have been impressive, with the significant reductions in the incidence of kidney disease
and other complications,

Today, I will discuss the progress that is a result of both programs, and then look forward to
answering any questions you may have.
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Type 1 diabetes or T1D is an autoimmune disease in which a person’s pancreas stops producing
insulin, a hormone that enables a person to utilize energy from food. T1D lasts a lifetime and
people with T1D must take insulin to live. Type 2 diabetes, also known as T2D, is a metabolic
disease. With T2D, the body still produces insulin but cannot use it effectively. While T1D and
T2D are different, the resulting complications are the same. Overall, diabetes imposes a
tremendous burden on individuals who have it as well as society at large.

Approximately 30 million Americans have T1D or T2D, and that number is expected to rise in
years to come. According to a study in Diabetes Care, diabetes cost the US economy $327
billion in 2017 alone. Since there are so many complications that come with diabetes, about a
third of the Medicare budget is spent on people with diabetes.

To address the burden of diabetes, the Special Diabetes Program was created as part of a
bipartisan budget deal, and has been supported by both chambers of Congress and both parties
ever since. And thanks to the funding successive Congresses have provided, we have seen major
progress in T1D research that has directly led to improvements in the health and quality of life of
people with diabetes. Allow me to share some of the highlights.

Kidney disease is a potentially life-threatening complication of T1D, and end-stage renal disease
creates a tremendous economic burden, costing Medicare $34 billion in 2015. If new therapies
could lower end-stage renal disease rates by 50 percent, Medicare would save more than $51.6
billion in 10 years. A promising SDP-funded trial is testing whether allopurinol, a generic
medication used to treat gout, may halt or slow the progression of early kidney disease in people
with T1D. In this case, SDP is filling a critical gap as commercial pharmaceutical companies
have no incentive to invest in testing new uses for this generic drug.

Diabetic retinopathy, which can lead to blindness, is one of the most devastating complications
of diabetes. As a result of SDP research, the FDA has approved multiple drugs that preserve and
even improve vision in people who have diabetic eye disease. These advances make the
difference between being able to see well enough to drive or hold a job — or not. The SDP also
filled a critical research gap by funding a comparison of three drugs for the treatment of diabetic
eye disease. The results, released in 2015, help patients, clinicians, insurers and policymakers
make better informed decisions about targeted treatment. This comparison likely would not have
happened in the private sector. With continued funding researchers could conduct trials using a
generic drug to see if it also prevents or halts the progression of retinopathy.

We know that one of the best ways to prevent these complications from diabetes is to make it
easier to better manage diabetes. Over the years, the SDP has funded some of the most
consequential leaps forward in diabetes management, giving people with T1D access to multiple
new tools to enable better glucose control. These multiple options, which are essential as what
may work for one person may not be the best for another, include the first FDA-approved CGM
not needing finger-stick calibration, the first FDA-approved fully implantable CGM, and the first
FDA-approved iCGM system that can be used as part of a system with other compatible medical
devices and electronic interfaces. And perhaps the largest leap forward — the first FDA-approved
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artificial pancreas (AP) system — also came on the market several years earlier than expected
thanks to innovative research supported by the SDP. This not only will transform lives:
according to one study, Medicare could save $1 billion over 25 years with the use of AP systems
in adults.

And this is just the start.

The SDP is supporting research that will lead to other next-generation systems being available in
the future. This includes advanced clinical trials to test AP technology with greater automation,
larger groups, wider age ranges, longer time periods and with understudied populations.

To make progress towards curing T1D, we need to understand why the immune system goes
awry, and how we can eliminate these immune attacks. This has implications across numerous
diseases, from multiple sclerosis and rheumatoid arthritis to cancer. We also need to understand
how to protect and regenerate insulin-producing beta cells that have been damaged.

The SDP is funding innovative, multi-disciplinary scientific consortia and path-breaking research
utilizing big data analytics and other new research methods.

For instance, The Environmental Determinants of Diabetes in the Young — or TEDDY program —
has screened more than 425,000 children and enrolled 8,600 children determined to be at-risk of
developing T1D to understand what environmental factor or factors trigger T1D onset. The study
is more than halfway to completion and information on diet, infections, and other exposures is
being analyzed from children who are progressing or now have full T1D onset. By identifying
triggers, strategies could be developed to prevent onset altogether. The data collected from this
study could also benefit other autoimmune diseases, such as celiac disease.

Another example is TrialNet ~ the International Consortium for Clinical Trials to Delay or
Prevent T1D Progression — in which SDP-funded researchers have screened more than 200,000
relatives of people with T1D and continue to screen more than 15,000 people annually to identify
the early stages of T1D before any symptoms appear. This, in turn, is allowing us to test novel
approaches to prevent or slow the onset of T1D in those most at-risk to develop it.

Finally, the Human Islet Research Network is working to help us better understand how beta
cells, the cells in the body that produce insulin, are ost in T1D and find strategies to protect or
replace them in people, which is an important step toward curing the disease.

* %ok

While SDP research funding moves us closer to cures and improves the quality of care for those
with T1D, the SDPI program that is funded by the Indian Health Service has played a critical
role in tackling T2D among American Indians and Alaska Natives, a population that is
disproportionately suffering from the disease.

In fact, between 1994 and 2002, the prevalence of T2D grew from 11.5 percent to 15.3 percent
of the adult American Indian and Alaska Native population, and these communities have a
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diabetes prevalence rate approximately two times the national average. Moreover, American
Indians and Alaska Natives are 1.8 times more likely to die from diabetes than the general US
population.

Thanks to the SDPI, which funds evidence-based diabetes treatment and prevention programs
that help over 700,000 people in 35 states, there have been marked improvements in average
blood sugar levels and reductions in the incidence of cardiovascular, eye, and kidney disease.

In fact, there have been no further increases in the prevalence of type 2 diabetes in these
populations since 2011. The average Alc level, the standard means of measuring glucose
control, decreased from 9.0 percent in 1996 to 8.1 percent in 2014, resulting in reduced risk of
eye, kidney, and other complications. From 1996 to 2013, there was a 54 percent decrease in the
incidence of diabetes related end-stage renal disease in American Indian and Alaska Native
adults, which saved thousands of people from a very debilitating complication and HHS
estimates generated approximately $500 million of Medicare savings over a 10-year period.

Aok

As you can see, the SDP and SDPI programs are making a real difference in the lives of people
with type 1 and type 2 diabetes.

That is why JDRF strongly supports House bills 2668 and 2680 introduced by Representatives
DeGette, Reed, O’Halleran, and Mullin that will raise the amount of funding to $200 million a
year for SDP and SDPL, and fund them for five years.

All of us at JDRF are grateful that 378 Representatives, including nearly all of the Members on
this subcommittee and the full Committee, signed a letter to leadership led by Representatives
DeGette and Reed that recognizes the important contributions of the programs and calls for the
programs’ renewal. We look forward to working with this broad group to get these bills passed,
and to continue to advance T1D research.

Thank you, and I'd be happy to take any questions.
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Ms. EsHOO [presiding]. Dr. Cooper, you are recognized for 5 min-
utes for your testimony.
Put your microphone on.

STATEMENT OF LISA COOPER, M.D.

Dr. CoOPER. Good morning, Chairwoman Eshoo.

Ms. EsHOO. We want to hear every word. We want to hear every
word of your testimony.

Dr. CooPER. Thank you. Ranking Member Burgess and distin-
guished members of the subcommittee, thank you for inviting me
to participate in today’s hearing.

I am Dr. Lisa Cooper, a professor at the Johns Hopkins Schools
of Medicine, Nursing, and Public Health, where I have served as
faculty for 25 years.

As a board-certified general internist, I treat adult patients with
a range of illnesses and unique healthcare needs. As a health serv-
ices researcher, I have devoted my career to improving quality and
addressing disparities in the U.S. healthcare system.

Over the past 9 years, my colleagues and I at the Johns Hopkins
Center for Health Equity, along with our health system and com-
munity partners, have completed three NIH-funded clinical trials
improving hypertension control in African-American communities.

And now, with the support of PCORI, I am leading a new trial
called Rich Life, launched in 2016 with 30 primary care practices
in Maryland and Pennsylvania.

Rich Life investigates whether system improvements and team-
based care models can reduce disparities and cardiovascular risk
factors, including hypertension, diabetes, and depression.

This study will help clinic directors and primary care doctors
choose how to care for people who have high blood pressure and
could be extremely impactful in communities that have high rates
of this condition and limited access to care.

Throughout my experience as a practicing clinician and re-
searcher, one theme is clear. Too often, patients do not have
enough accessible or relevant information to make informed deci-
sions about their care and too often we, as clinicians, must make
decisions about our patients without knowing which option would
best fit their unique needs and circumstances.

For all the advances we have made with new innovative clinical
research, we sometimes still lack the information we need to help
our patients make the best choices for themselves. That is why the
Patient-Centered Outcomes Research Institute, or PCORI, is so im-
portant.

PCORI is the leading funder of comparative effectiveness re-
search, which is research that compares how well different treat-
ments and care approaches work so patients and doctors have the
information they need to make decisions that are right for them.

PCORI’s research is unique and complementary to research fund-
ed or conducted by the NIH, which focuses on discovery, the
AHRQ, which focuses on health services research, and FDA, which
focuses on reviewing drugs, devices, and other products for safety
and efficacy.

Patient-centered outcomes research is comparative effectiveness
research that focuses not only on clinical outcomes but also on the
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needs, preferences, and outcomes most important to patients and
those who care for them.

This research is helping patients choose the treatments best for
them and focuses on many of the most pressing health concerns
our country faces today such as heart disease, cancer, diabetes, and
opioid dependence.

PCORI is the only research funder that ensures that everyone
has a seat at the table who has a stake in healthcare improvement.

As a researcher who has received funding from both the NIH and
PCORI, I have seen firsthand the values and differences of both in-
stitutions and what they both bring to the table.

To date, PCORI has funded more than 600 studies that address
high-priority conditions, new and emerging approaches to care, as
well as ways to improve doctor-patient communication and, impor-
tantly, PCORI funds the dissemination of research findings as well
as implementation of actionable results.

For example, PCORI funded a study that found that a simple de-
cision aid can help people who go to the ER with chest pain better
understand their risk of having a heart attack and therefore de-
crease unnecessary hospitalizations for testing.

Over 5 years this could benefit 9.4 million Americans and save
$4.8 billion nationwide. Another example is a study in Washington
State clinics that implemented an initiative focused on more cau-
tious prescribing of opioid drugs, which led to reductions in high
dose opioid prescribing while preserving patient pain control.

In both these examples, using a patient-centered approach not
only improved health outcomes and patient quality of life, it also
reduced utilization.

Simply put, results from PCORI-funded research are actionable,
impactful, and have the potential to improve health outcomes for
patients across the country and that is why it has strong support
from more than 170 healthcare organizations.

But there is still much more to be done. Ensuring that PCORI
has long-term and consistent funding is vital to their research
funding mission. It also provides the stability that researchers need
to conduct this work in training and support for the next genera-
tion of researchers.

In closing, our healthcare system requires solutions that are both
evidence based and patient centered to improve are and reduce
healthcare spending. PCORI is uniquely set up to meet this chal-
lenge.

Therefore, I urge Congress to renew its investment in patient-
centered outcomes research and enact a 10-year reauthorization of
PCORI’s charge and funding before it expires.

Thank you for your time and I look forward to our discussion.

[The prepared statement of Dr. Cooper follows:]
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Chairwoman Eshoo, Ranking Member Burgess, and distinguished Members of the Subcommittee
thank you for inviting me to participate in today’s hearing, It is a great honor to appear before you
to share my experience as a PCORI-funded researcher and to discuss the work PCORI has done
over the past nine years, the impact their investments in research has made, and the importance of
Congress’s reauthorization of their funding through the PCOR Trust Fund. I am a professor jointly
appointed at the Johns Hopkins Schools of Medicine, Nursing, and Public Health, where I have
served as faculty for 25 years. The views I express in this testimony are my own, and do not
necessarily reflect the views of The Johns Hopkins University.

As a board-certified general internist, I have had the experience of treating patients who struggle
with a range of illnesses and health care needs. My patients live with chronic conditions such as
heart disease, diabetes, kidney disease, asthma, and depression. Fach patient’s health is impacted by
individual predispositions and behaviors, factors within the healthcare system, and a unique
constellation of factors far removed from my oftice, including family and social networks, exposure
to stress and discrimination, and the availability and quality of housing, healthy foods, and safe, clean
environments for work and recreation in their communities.

As a health services researcher, I have devoted my career to improving quality and addressing
disparities in care delivered within the U.S. health care system — specifically the ways race and
socioeconomic factors shape these disparities, and the ways our health systems might help eliminate
them. Currently, T direct the Johns Hopkins Center for Flealth Equity, where miy colleagues and 1
work to identify practical, effective solutions to achieve health equity for every person and family,
across healthcare settings and communities, in partnership with governments, non-governmental
organizations, and academia. We have developed programs targeting health professionals” skills,
patients’ health behaviors, and health systems’ ability to address patient’s medical needs and social
determinants of health. Over the past 9 years, we have completed three NIH-funded trials
improving hypertension control within African-American communities. And now, with the support
of PCORI, I am leading a new trial called “RICH LIFE,” launched in fall 2016 with 30 primary care
clinics in Maryland and Pennsylvania. RICH LIFE will investigate whether system improvements
and team-based care models can help reduce disparities in cardiovascular risk factors including
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hypertension, diabetes, and depression. This study can help health clinic directors and primary care
doctors choose how to care for people who have high blood pressure and could be extremely
impactful in communities that have high rates of this condition and limited access to health care.

Throughout my experience as a practicing clinician and as a researcher, one theme is clear. Too
often, patients and their caregivers simply do not have enough information, or that information is
inaccessible or not relevant to their unique circumstances, to make informed decisions about their
care. And too often, we as clinicians are lett choosing among various options and forced to make
decisions about our patients without knowing which specific choice would best fit each patient’s
unique needs and preferences. For all the advances we have made with new, innovative clinical
research, we sometimes still lack the information we need to help our patients make the best choice
based on their own individual preferences and values. That is why the Patient-Centered Outcomes
Research Institute — or PCORI - is so important.

PCORDI’s unique governance structure emphasizes patient and stakeholder engagement.

PCORI was created as a private, nonprofit research otganization led by a Board of Directors,
supported by advisory committees, and designed to represent the entire health care community
dedicated to supporting patient-centered outcomes research. It is the leading funder of comparative
effective research (CER), which is research that compares how well different treatments and care
approaches work so patients and doctors have the information they need to make decisions that are
right for them. PCORT’s research is unique and complementary to research funded or conducted by
the NIH (which focuses on discovery), AHRQ (which focuses on health services research), and
FDA (which focuses on reviewing drugs, devices and other products for safety and efficacy).

Specifically, PCORI funds patient-centered outcomes research (PCOR), which is CER that focuses
not only on traditional clinical cutcomes but also on the needs, preferences, and outcomes most
important to patients and those who care for them. This research is helping patients choose the
treatments best for them given their preferences and improve their health outcomes on a wide range
of 1ssues, including many of the most pressing health concerns our country faces today, such as
heart disease, cancer, diabetes, and opioid dependence.

And unique to PCORL, they are the only research funder that ensures that everyone who has a stake
in improving health care has a seat at the table. Patients and other decision-makers work right
alongside researchers, to shape and guide this rescarch, ensuring it will focus on the outcomes that
matter most to patients and their clinicians. As a researcher who has received funding from both
the NIH and from PCORI, I have scen firsthand the values and differences of both institutions and
what they bring to the table. Clearly, with their focus on discovery and development, the NIH’s
work is critical. Given that discoveries lead to ever more options for cate, there is a great need for
the real-world, patient-centered research that PCORI funds so that we can figure out how to make
optimal use of all those new discoveties and developments. Indeed, PCORD’s fundamental mission
is to fund the research that will help patients and their caregivers navigate through their various

2
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options and help them make the choice that is right for them. The unique perspective that PCORI
has brought to the research funding scene is the expectation that any kind of research done on
people has to be done with them, incorporating their views, experiences, and preferences, all the way
from determining what problem to focus on to how it should be done, who the research should
engage, and what should with the results once we have them.

Continued federal commitment to disseminating and implementing research findings will
yield a significant return on investment.

To date, PCORI has funded more than 600 studies that address a variety of high-priority conditions
and topics, such as cancer, cardiovascular disease, mental health, and opioid abuse. Their research
has looked specific populations, such as veterans, older adults, minority populations, and patients
with multiple chronic conditions and advanced illnesses. Their research also explores new and
emerging approaches to care, such as the best ways to leverage telehealth, community health
workers, transitional care and other system level interventions. PCORI-funded research also
considers strategies and methods to help patients and doctors communicate with each other through
approaches such as shared decision-making. And importantly, PCORI funds not just the
dissemination of research findings, but also the implementation of actionable results.

For example, PCORI funded a study that found that a simple decision aid can help people who go
to the ER with chest pain better understand their risk of having a heart attack and decrease
unmecessary hospitalizations for testing. Hospitals can use a decision aid like the one in this study
with ER patients who have chest pain but no heart attack diagnosis. The decision aid could help ER
patients and doctors work together to make the best decision for each patient. Over five years, this
could benefit 9.4 million Americans and save $4.8 billion nationwide. PCORI is now working to
implement this aid in five other hospitals in Alabama, California, and Minnesota.

Another example is a study that compared rates of opioid use in Washington State clinics
implementing an initiative focused on more-cautious prescribing of opioid drugs with clinics that did
not use such strategies. This health system-based initiative led to reductions in high-dose opioid
prescribing while preserving patient pain control.

One more study showed that a behavioral health home—a patient-centered way of coordinating care
resources, including using a wellness coach to coordinate mental and physical healthcare services—
can help people with serious mental illnesses manage their conditions, potentially enabling them to
live longer, healthier lives. The success of this behavioral health home in improving important
outcomes was so compelling that the Pennsylvania Medicaid program is expanding the model to
more than 40 additional providers across the state. And PCORI is supporting efforts to expand this
model to focus on adult opioid treatment programs and youth residential treatment centers that treat
emotional, behavioral, and substance use issues.
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These are just a few examples of PCORI’s research having real-world impacts on patient care, Many
of these studies showed that providing more information helped patients make better decisions
based on their values and preferences. And based on these examples, using a more patient-centered
approach not only improves health outcomes and patient quality of life, but it also reduces the
utilization of health care services.

Research is a long-term endeavor. Sustained and robust investment in PCORI is vital.

This is why I am here. To share these success stories and to demonstrate the critical work that
PCORI has been doing and to urge Congress to support a reauthorization and continuation of
PCORTs funding that will enable this critical work to continue. These are merely a small handful of
examples, but they tell a clear story. Simply put, results from PCORI-funded research are actionable,
impacttul, and have the potential to improve health outcomes for patients across the country. That
is why it has strong support from more than 170 health care organizations ranging from patient
organizations, such as the American Heart Association and the National Multiple Sclerosis Society,
to providet groups, such as the American College of Physicians and the American College of
Surgeons, to major medical and health systems, such as Johns Hopkins University and Stanford
Univetsity School of Medicine, to payers, such as the Association of Community Health Plans and
the Better Medicare Alliance.

But as much as PCORI has already contributed to changing the culture of research by engaging
patients and stakeholders as partners instead of subjects, and beyond the impactful evidence that has
already come out of PCORI-funded studies, there is still much mote to be done. Patients and other
health care decision-makers continue to face decisions every day about their care — whether it is
considering what new drug would best manage their condition or how best to implement a
behavioral health home maodel to most effectively managing patients with serious mental illness or
what system improvements and team-based care models can help reduce disparities in cardiovascular
risk factors. That is why it is critical to continue to provide a long-term and consistent investment in
patient-centered outcomes research.

Ensuring PCORT has that long-term and consistent funding is not only vital to their mission of
funding high-impact and patient-centered research, it provides the stability researchers need to
conduct the research that answers questions patients and their caregivers have about their care, while
also providing training and support for the next generation of researchers.

Recommendation: Preserve PCORI’s authorization and funding for at least another 10
years.

In closing, our health care system requires solutions that are both evidence-based and patient-
centered to improve care while also addressing health care spending. PCORI is uniquely set up to
meet this challenge, as it is the only organization dedicated to funding comparative clinical
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effectiveness research (CER) studies to evaluate which treatment approaches work best, for which
patients, taking into account the needs, preferences, and outcomes most important to patients and
those who care for them. Delivering care that is most chinically effective and incorporates outcomes
that matter to patients is both cost-effective and essential to our well-being as a nation. In view of
our shared goal of improving the health and outcomes of all patients, T urge Congress to renew its
investment in patient-centered outcomes research and enact a 10-year reauthorization of its charge
and funding before it expices on September 30, 2019. Attached please find a letter detailing
important views from the community that was sent on May 13 to Chairman Pallone and Ranking
Member Walden, along with their counterparts at the Committee on Ways and Means, from the
Friends of PCORI Reauthorization. Thank you for your time and for this opportunity to share my
experiences as a PCORI-funded researcher and to provide my perspectives on the importance of
their current work and potential for the future. T look forward to our discussion.
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Ms. EsHO0. Thank you, Dr. Cooper.

We have now concluded the opening statements of our witnesses.
Our thanks to each one of you. We will now move to Members’
questions. Each will have 5 minutes to question the witnesses, and
I will start by recognize myself for 5 minutes.

Mr. Germano, in your testimony you mentioned a grow your
own—grow your own strategy of training healthcare providers to
address the primary care shortage, and we have that shortage in
the country, and primary care physicians are the gateway to the
entire healthcare system.

Can you tell us briefly how that strategy has actually worked?
How has it benefited the community?

Mr. GErRMANO. Well, our data through HRSA—the teaching
health center information—really shows that we have three times
the success rate of training and keeping our residents in our com-
munities compared to other models of training.

So the data is pretty clear. It is

Ms. EsH00. But what makes it so?

Mr. GERMANO. Well, I think a big part of it is

Ms. EsHOO. They love your community? I mean, what is it that
keeps them glued there?

Mr. GERMANO. Well, I think part of it is that they see the mis-
sion. They’re connected to the mission. Many of them come from
those communities or communities like it.

They have a heart for what we do and we really support them
in their training and they have become confident in working with
underserved populations, and they get connected rooted into our
communities.

Ms. EsHOO. In California, thanks to the ACA, we’ve reduced our
uninsured rate down to 6.8 percent, which is incredible when you
think of the most populous State with the most diverse population,
which is not the easiest to insure. That’s down from 16 percent be-
fore the ACA was passed.

These are—these are large increases in healthcare coverage. So
if someone really doesn’t know that much about Community Health
Centers and what they do, how would you respond to them and say
this is why we are needed?

Mr. GERMANO. Well, we had that success in California. Our rates
up in Shasta are higher than that. They were almost 25 percent
before and now theyre down to almost 6 and now have climbed
back to 10 percent again.

We also have the situation of people with major medical and
other costly front-end plans that make it difficult to afford primary
care.

Our goal is primary prevention. We need a solid system. Any sys-
tem in the world that has success in terms of caring for their popu-
lations and keeping a lid on costs really have strong primary care
systems and that’s what the Community Health Centers represent
is a very strong primary care preventive health system.

That is the—I think that is the key for every community across
America and we have 84 million Americans that don’t have the
benefit of a community health center to do that for them.

Ms. EsHO0. Even though we have how many, 12,000 in the coun-
try?
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Mr. GERMANO. Fourteen thousand.

Ms. EsHOO. Fourteen thousand. My staff wasn’t right. Oh, my
goodness. Mortal sin.

Dr. Cooper, in the studies that are done, can you just briefly de-
scribe how those studies develop legs and walk into a patient’s life?

Studies are always important for what they reveal. But then how
do they become real in people’s lives?

Dr. COOPER. So I think what I would say is the way they become
real in people’s lives is that actually their patients involved in the
design of these studies so they’re actually involved from the very
inception. Patients contribute

Ms. EsHOO. But the larger population, though.

Dr. COOPER. So you mean afterwards? After the research is
done? I think this is a critical piece is that once we have results
of the work, for example, if we know that there is a tool that helps
patients to make decisions about whether or not to stay in the hos-
pital for chest pain is actually getting that information out to doc-
tors and patients so that when they’re at the point of making that
decision they are aware of the existence of that tool.

Ms. EsH00O. So have you measured this? I mean, just does that—
that as an example, patients with—that go to the emergency room,
they think they are having a heart attack—your study says you
should do A, F, and Z, what is the outcome?

Dr. COOPER. So that is not—that is not my study. That is an-
other study that was funded by PCORI where, basically once peo-
ple used the tool they were able to determine whether or not they
felt comfortable going home.

Ms. EsHo0. Well, how do you do that? Do you go through insur-
ers?

Dr. COOPER. So what we do——

Ms. EsHO00. Do people line up at a clinic

Dr. COoOPER. Right.

Ms. ESHOO [continuing]. To get the piece of paper that explains
it?

Dr. COOPER. Right.

Ms. EsHOO. Tell us how it works.

Dr. COOPER. Yes. So the—I think the process varies depending
on where you are, right. So one of the reasons we have a lot of peo-
ple involved in PCORI research is that we talk to insurers, we talk
to front line providers, we talk to staff, and we talk to patients and
families, and we find out what works in a particular system.

And so one size doesn’t fit all. So we may learn from a particular
health system that they have community health workers who are
the ones who work with patients and who show them how to use
the tool, and——

Ms. EsHooO. I think I know how it works. I want everyone else
to hear it.

Dr. COoOPER. Right. But, you know, in another health system

Ms. EsHOO. Always know the answer to your own question,
right?

Dr. CooPER. Right. In another system it might be something dif-
ferent where they have pharmacists who are the ones who actually
help people to work through their questions and their
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Ms. EsHOO. Well, my time is expired, and I thank the witnesses.
The Chair now recognizes Dr. Burgess for his 5 minutes to ques-
tion.

Mr. BURGESS. Thank you for the recognition, and I want to first
start off by answering Mr. Germano’s question that you asked of
him—how, when you grow your own, how does that work and for
at least in the physician space—I can’t speak to other healthcare
providers, but from a physician space we tend to settle where we
train, and this is something we have—I have studied this question
for years and the Texas Medical Association has done an extensive
research on this. Not so much where someone goes to medical
school but where they do their training.

You typically marry during those years and, as a consequence,
your spouse has a big say in where you spend your practice life.
You become familiar and comfortable with the doctors to whom you
refer or you know who to watch out for in the community.

So that information is very helpful to the young physician just
starting out, trying to build a practice.

So when you gave that answer, I was reminded of all the work
the AMA has done on this and it is—it is a significant body of
work.

It became really apparent to me after Hurricane Katrina and vis-
iting with doctors down in the Louisiana-Mississippi gulf coast and
the Dallas-Ft. Worth area where I am from was guilty of stealing
a lot of physicians from that area at that time and quite success-
fully.

But one of the best predictors as to whether or not someone was
going to stay in the—in the area around New Orleans was if their
spouse was from there—mnot if they were from there but if their
spouse was from there. That is a very—that can be a very powerful
anchor. And, again, we do tend to marry during our training years
and that is, I think, part of the answer there.

Now, of course, Dr. Gingrey being in the audience, and I am re-
minded of the night we heard—we marked up the—well, it wasn’t
really the Affordable Care Act.

It was what went over to the Senate. But it came back and it
was entirely different. I remember his insightful questions on the
comparative effectiveness research that night.

Dr. Cooper, just so everyone understands, you get a direct appro-
priation under the Affordable Care Act of $150 million a year. Is
that correct?

Dr. COOPER. So my understanding is that the funding is set
through a separate funding stream for PCORI—that there is a
PCORI fund that is funded through a variety of different sources.

Mr. BURGESS. Right. There is a trust fund. There is a charge for
every insurance policy that is sold as well as there is a transfer
from the Medicare trust fund, which makes up an aggregate of dol-
lars that you have to spend.

Do we have anything that would give us sort of a return on in-
vestment guide for the Patient-Centered Outcomes and Research
Initiative?

Dr. COOPER. So we have a number of different studies that have
shown that different approaches, when incorporating patients’ pref-
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erences into decision making, that actually we do reduce utilization
and could really save significant amounts of money.

So the example I gave you

Mr. BURGESS. But let me interrupt you for a second. Who would
save significant amounts of money? Do we know? Do we have a
good sense of—we have spent, I think last year, $630 million on
PCORI. What’s the return on investment for that?

Dr. COoOPER. So I would get back to you with the help of the
PCORI staff on that because PCORI actually doesn’t fund cost ef-
fectiveness research. It wasn’t—that wasn’t part of——

Mr. BURrGESsS. Comparative effective, just not cost effective.

Dr. COOPER. Yes.

Mr. BURGESS. And I get that. And, you know, your specialty
through the American Board of Internal Medicine several years ago
came up with the Choosing Wisely program. Is that something you
have looked at through PCORI, sort of look at those studies that
we know we all do as physicians but the return on investment is
not that great?

And I think it was the—again, your specialty society which said
maybe we ought to think about what we are ordering.

Dr. COOPER. Absolutely. I know of one study that was funded by
PCORI that specifically looked at monitoring of glucose levels in
patients who are on oral treatment for diabetes and showed that
actually doing glucose monitoring at home really didn’t contribute
anything important to the patient’s health.

And so the study actually suggested that people on oral
hypoglycemics do not need to engage in glucose monitoring. And so
that kind of an outcome really shows that you can save money by
eliminating all of those

Mr. BURGESS. I am just going to interrupt you for a second. My
time is running out. Of course, it might affect your decision as to
whether nor not to have that piece of coconut cream pie that’s in
the refrigerator.

But on the chest pain study that you did with the chest pain tool,
is there any way that you can assess—look, I am an OB/GYN doc-
tor. I practice defensive medicine.

So I will tell you from my days in the ER, chest pain—I mean,
it is a problematic situation for the doc on the front line and you're
always worried you’re going to send someone out who then ends up
having the big one in the parking lot and dies.

So is there a way you have dealt with the liability question?

Dr. CoopPER. What I would say is that there is a clinical algo-
rithm that was used with that tool, which included some risk pre-
diction, and that people who answered questions in a certain way
on that tool were able to be sent home safely.

And, in fact, those people who went home had lower uses of utili-
zation and didn’t have any worse complications. And so an esti-
mation is that that would save considerable amounts of money if
people were able to feel comfortable, both doctors and patients,
based on a thorough assessment of the patient’s profile that it was
safe for them to go home.

Mr. BURGESS. I will follow up with you about that in writing be-
cause it is—it is an important concept. I will yield back.

Ms. EsHOO. The gentleman yields back.
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The Chair now recognizes the chairman of the full committee,
Mr. Pallone, for 5 minutes for questions.

Mr. PALLONE. Thank you, Madam Chair.

I first wanted to ask the question of Mr. Germano. When the
Community Health Center Fund was created in 2010 under the
ACA, it was originally authorized to boost funding to Community
Health Centers for 5 years and we have reauthorized it twice in
the 4 years since for periods of 2 years each time.

Since we first passed the Community Health Center Fund, we've
seen growth based on a record of success. Health centers have
grown from serving 19.5 million patients and providing almost 77
million patient visits in 2010 to serving 27.2 million patients and
110 million patient visits in 2017.

For today’s hearing, Chairwoman Eshoo has noticed two bills
that both reauthorize Community Health Centers and the National
Health Service Corps for 5 years as well as the 5-year extension
of the Teaching Health Center Graduate Medical Education Pro-
gram.

And I strongly believe that all these programs are very worthy
of a long-term extension to bring stability to centers like your own
that are providing community-based residency training and essen-
tial services to those who need it.

So, Mr. Germano, if I could ask you, can you tell us about the
impact a long-term extension of funding would have on your health
centers’ ability to provide care to patients, manage a budget, re-
cruit and retain members of the healthcare work force and can you
compare that to the challenges that your health center would face
with a short-term extension?

Mr. GERMANO. Thank you for that question, Congressman.

The running of a Community Health Center tied to your commu-
nity is a complex venture. Most of the things we do to impact our
community are long-term orientation.

Think about building a new site, for example. I say it takes 4 to
5 years from thought to finish if you have all the means. When
you—when you're working on short term appropriations it has a
paralysing effect on your ability to plan ahead and make those
kinds of investments. It really does.

2018, when we went through the 2-year—the fiscal cliff piece—
I know of health centers that created layoffs. They did freezes of
staff. They withdrew contracts for clinicians that they needed be-
cause they couldn’t—they didn’t know they could—they didn’t have
the confidence they could commit to meeting those obligations.

It really has a paralysing effect on the ability to think forward
and plan. It has that same effect on your board of directors and it
also sends a message to your community about how stable are you
really if the rug can be pulled out from under you so easily, from
their perspective.

So the long-term is really about planning and doing things effi-
ciently and correctly. Short term is—it makes it very difficult to
think ahead and make those kinds of commitments.

Mr. PALLONE. Thank you. I appreciate that. And I would add
too—I have to go to the next question—-but, you know, a lot of
these are very small, too, and I think when you talk about small
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Community Health Centers, which many are including in my dis-
trict—it is even worse, I think.

But anyway, let me—I have to go to Ms. Autin, and my question
is about New Jersey’s experience with Family-to-Family. I want to
acknowledge that New Jersey has for a long time been a leader in
the Family-to-Family program, which connects families of children
and youth with special needs to the healthcare resources they need
and I am glad my colleague from New Jersey, Representative Mikie
Sherrill, has taken a leadership role introducing the bill to reau-
thorize this vital program.

So let me just ask you, can you talk about your organization’s
long history in New Jersey and how that helps you provide tech-
nical assistance to other States, the territories, and Tribes that
have sought to implement and improve their own programs, if you
will.

Ms. AUTIN. So SPAN actually has been around for over 30 years
and we were one of the very first F2Fs that was selected out of the
legislation that was—came from Senator Grassley and Senator
Kennedy.

So that’s been—you know, being one of the first F2Fs that got
started that gave us the opportunity to really learn on the ground
and then be able to share that information with other F2Fs.

We also had the opportunity to do that because along with the
two people from National Family Voices including Norah Wells, the
executive director of Family Voices, I am one of the codirectors of
the national center that provides technical assistance to the F2Fs,
and one of the ways in which we do that is by providing peer-to-
peer support.

And so we connect F2Fs that have knowledge and expertise in
one area to other F2Fs. Because we are in such a diverse State,
because we've been around so long, because we have many other
programs that can supplement and support our F2F and because
of our really very positive relationship with our State Department
of Health Title 5 program, I think we have a lot of lessons learned
that we’ve been able to share with other F2Fs around the country
and hosted them when they came to visit us for different issues
around cultural responsiveness, et cetera. So——

Mr. PALLONE. All right. Thanks so much. Thank you.

Thank you, Madam Chair.

Ms. EsHOO. The gentleman yield back.

I now would—Ilet us see, who is—who is next?

Oh, Mr. Upton. A pleasure to recognize former chairman of the
full committee Mr. Upton of Michigan.

Mr. UptON. Well, thank you, Madam Chair, and I appreciate the
hearing. I know that we all do. And before I get to my questions
I wanted to take this opportunity just for a moment to draw my
colleagues’ attention to a bill that I am cosponsoring, which I think
is an excellent complement to the programs being discussed today.

H.R. 2075, which is the School-Based Health Centers Reauthor-
ization Act of 2019, this is a bill that I strongly believe in. I have
talked to many of my schools back home in Michigan. I look for-
ward to working with the chair and the ranking member to ad-
vance this bill in the coming months.
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It is bipartisan and it really does make a difference in a mean-
ingful way. I guess I will start off with Dr. Kowalski. In your testi-
mony you told us about the critical diabetes management—how
critical that diabetes management is and the role that SDP has
played in bringing innovative new technologies to the market.

I have been involved with this issue for a long time and have
seen wonderful advancements as I watch folks who started early
with JDRF 20 some years ago and are still—I mean, technology
changes are amazing and really lifesaving.

How do these technologies prevent the complications from diabe-
tes in terms of lowering health costs as we look to reauthorize this
money?

Dr. KOWALSKI. Sure, and thank you for your leadership. I was
just up at UM talking about a center that we are working on with
the team there.

And both type 1 and type 2 diabetes complications are caused by
high blood sugar, and high blood sugar has a nefarious effect of
driving changes in your body that affect your eyes, your kidneys,
your heart, and your limbs.

The incredible advances that have happened in terms of the abil-
ity to monitor blood sugar, for example, SDP helped support the
advancement of continuous glucose monitors.

I use a continuous glucose monitor. I have not poked my finger
in over 5 months. It is absolutely incredible, and we are seeing
those advances be applied in type 1 and type 2 people to lower A1C
measures, which is the measure of blood glucose levels.

Mr. UPTON. Let me just interrupt you for a second. I don’t—so
one of the manufacturers is, what, Dextrom, right? So if they
moved Dextrom

Dr. KOWALSKI. Dexcom.

Mr. UPTON [continuing]. Monitor that so that they’ve got a new
system now without having to poke and test that, literally, every
day?

Dr. KowALSKI. Yes. They do, as does another company, Abbott
Diabetes, and from a JDRF perspective, we think competition is
good. We want more options out there, and what we are seeing is
competition driving more access, better glucose levels, less risk for
complications.

Mr. UpTON. Thank you.

Ms. Autin, H.R. 2822—it is a bill that I have cosponsored along
with Ms. Sherrill, reauthorizes the F2F program for 5 more years.
You talked a little about it—remarks about why this is so impor-
tant and I know more than just New Jersey—my colleague is not—
can you elaborate why it is—why this is an important issue for us
to move forward?

Ms. AUTIN. Thank you for that wonderful question, and it is im-
portant for all of the F2Fs. For one thing, it is very difficult to do
planning, you know, as an organization when you don’t know
whether or not you’re going to be around for more than another
year.

I talked about partners and other funders. I mean, in our organi-
zation that F2F funding, you know, brings in lots more money to
do that work and many other F2Fs the same thing is true. They
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want to know that there is going to be stability in that organization
before they put their money there.

I think one of the most important things, though, is that we all
are staffed by families of children with special healthcare needs.

Mr. UPTON. And that is important.

Ms. AUTIN. That is so important. It is important because we are
the people who know what the systems are like and how to really
navigate them on the ground. But, of course, we also have children
that have special healthcare needs.

And so we—it is even more important that we have stability of
employment, stability of health insurance, being able to know and
project that we are going to be able to have a job and keep our chil-
dren covered under that same health insurance plan where we
have already found the 10 specialists that are all covered by our,
you know, health maintenance organization.

And, you know, I have had to have this experience multiple years
where 1 have had to tell staff, I can’t promise you that there is
going to be a job here in the next six—you know, after 6 months
from now, and then those families have to make that very difficult
decision to possibly leave a job that they love and that they are
really great at and go someplace else where they have more sta-
bility, and that means we have more turnover.

That means we lose great staff and then that means there are
more costs that are associated with trying to reach out to, you
know, somebody else to come and fill that position.

So the—you know, having the 5 years of funding is going to be
one of the most important improvements in the F2F reauthoriza-
tion that we have ever had.

Mr. UpTON. I look forward to working with everybody to get that
done. Yield back. Thank you.

Ms. EsHOO. The gentleman yields back.

The Chair now recognizes Ms. Matsui of California, who is the
sponsor of H.R. 1767, for 5 minutes of questioning.

Ms. MATsuIL. Thank you very much, Madam Chair, and I really
appreciate all of you being here today and I would like to extend
? special welcome to Mr. Germano from my home State of Cali-
ornia.

Now, I appreciate your sharing with the committee how long-
term sustainable healthcare funding is essential to supporting pri-
mary care and preventive services in Shasta and across California.

And as you may know, in 2014 I helped author the Excellence
in Mental Health law that established certified community behav-
ior health centers—CCBHCs—in eight States across the country.

Earlier this year I introduced H.R. 1767, a bill to expand
Excellence’s CCBHC’s Medicaid demonstration with my colleague,
Representative Markwayne Mullin from Oklahoma.

Now, in the Medicaid demonstration program we also know how
important it is to have mental and physical health a holistic way
of doing things. So we encourage partnerships in coordination with
certified community behavior health centers and Community
Health Centers.

And I would like to get a better sense of how CHCs address seri-
ous mental and addiction disorders, specifically, the level of access
that patients with schizophrenia and opioid use disorders have to
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intensive community-based services in Shasta and the surrounding
counties.

I know in my district in Sacramento are seven federally funded
health center organizations and 36 clinical delivery sites create a
safety net infrastructure that provides primary and behavior
healthcare needs in Sacramento.

Mr. Germano, what kind of partnerships has the Shasta Commu-
nity Health Center forged with community mental health providers
in your service area?

Mr. GERMANO. Thank you for that question, and certainly, in
rural areas of California and across this country the mental health
gap is huge, and that is true also in our community.

Our health center has two—played two major parts in this. One,
we have created an integrated behavioral health component which
really integrates the behavioralist, typically LCSWs—licensed clin-
ical social workers—as well as marriage and family therapists
within our primary care practice as team members with our pri-
mary care doctors and nurse practitioners and PAs so those warm
hand-offs can happen.

That’s important, and some screening can be done more effec-
tively. We also employ psychiatrists on our staff—because our
county and our systems in California are mostly county-based for
the seriously mentally ill, have really struggled in trying to keep
that—those services going.

So we have in fact gone off and hired psychiatrists and we work
with the county as well because of in-patient services, and then
there are advocacy groups, NAMI and others, that we work very
closely with. We cannot do what we do effectively in underserved
communities without an effective mental health delivery system.

Ms. MATsUIL Right.

Mr. GERMANO. And it takes all those pieces, and it does take a
village to provide those kinds of services. And I am happy to say
we’ve been working hard at it on the addiction side. We have
moved very heavily into medically assisted therapies now.

We have—we have redirected our resources into creating what
we call MAT services. We are—right now we have 200 patients on
medically assisted therapies and we are growing that program to
try to meet that need—the opioid abuse issues in our communities,
and we are really pleased with the results so far.

Ms. MATsul. Well, that is wonderful. With the Excellence Act
with the certified community behavioral health centers we have a
Federal definition. So it is just like we had to federally qualify
health centers.

So, in a sense, they, working together, can really have an effect
on the community. I will have to say that my cosponsor,
Markwayne Mullin, is not here today because of floods in his dis-
trict.

But he has worked with many public safety groups in order to
provide that type of service so that they feel very good because they
don’t have to waste hours and hours taking these people to ERs or
trying to figure this out.

So anything that we can do, particularly in rural areas, I know
will help the people there who don’t have ready access to behavior
health needs.
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So anyway, I thank you very much and I yield back.

Ms. EsHOO. I thank the gentlewoman. She yields back.

I now would like to recognize the gentleman from Virginia, Mr.
Griffith, for 5 minutes for his questions.

Mr. GrIFFITH. Thank you very much, Madam Chair. I do appre-
ciate it. I appreciate our witnesses being here.

What I like about having hearings like this is we learn a lot.
This is not my field of expertise, although I have about 30 or 31
Community Health Centers in my district.

It is a fairly large district. Probably have needs for a few more,
in all fairness, but I do appreciate what you all do.

And I am now going to yield to Dr. Burgess.

Mr. BURGESS. I thank my friend from Virginia for yield.

Mr. Germano, let me—let me ask you. In your testimony you
talked about the—expanding or you mentioned that expanding the
types of providers that would be eligible to participate in the Na-
tional Health Service Corps is a zero-sum game. Can you—can you
further elaborate why this is?

Mr. GERMANO. Yes. As I stated in my testimony, only about 40
percent of current applicants actually get a loan repayment ac-
knowledged. You know, they participate. They can go forward, and
only 10 percent of scholars.

So if the fund isn’t significantly increased—significant—adding
more players to that field will just water down that benefit and I
don’t think it serves any of our purposes.

I happen to support the allied health professions who are looking
to take advantage of this. But we need to greatly increase the scope
of the National Service Corps—their dollars—in order to do that.
It really is a zero-sum game right now.

Mr. BURGESS. And Dr. Kowalski, if I could just ask you—obvi-
ously, your organization of which you are now president—so con-
gratulations on the ascendency to that lofty position, or my condo-
lences, one of the two—so can you tell us how JDRF collaborates
with the National Institute of Health on research priorities and
particularly as it relates to the Special Diabetes Program?

Dr. KowALSKI. Yes, that is a great question. Thank you.

We work very, very closely with the NIH including with Dr. Grif-
fin, who heads up NIDDK, and the program staffs who—staff mem-
bers who focus on various areas. We break up our research into
curing type 1 diabetes, preventing type 1 diabetes, and better treat-
ing it, and each of those areas have embedded scientists who are
experts at JDRF working hand in hand with the team at NIH.

For example, last week, NIH held a meeting where they were
setting their program priorities and our team participated. So there
is very close coordination on the research efforts of both organiza-
tions.

Mr. BURGESS. So tell me this. I spoke to someone yesterday on
the issue of islet cell transplant. What is the—you talk about a
cure for type 1 diabetes—what is out there on the horizon as far
as a cure is concerned?

Dr. KOowALSKI. So islet cell transplantation, for those who are not
familiar, is the harvesting of the cells that make insulin from
somebody who has passed away prematurely—just like an organ
transplant but just the cells.
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And what we have seen in that procedure is you can cure people
with diabetes. I was with one of the founders of that procedure and
he has people 17 years post-transplant off insulin.

The barriers are the cell source and the immunosuppression that
is required. So both JDRF and NIH and SDP has really laid the
foundation here of creating renewable cell sources so that we would
not require transplant donors, and protecting the cells, and we
have a variety of amazing programs going on both through mate-
rials or now with the gene editing CRISPR—Cas technology.

So I am incredibly optimistic. While we are making great
progress on better treatments, those are band-aids. What we need
is what we call disease-modifying therapies and I think cell ther-
apy is incredibly promising.

Mr. GRIFFITH. And, Dr. Burgess, if I might jump in real quick
and reclaim my time

Mr. BURGESS. Yes, please.

Mr. GRIFFITH [continuing]. We have some folks working on ge-
netically modified pigs who are able to grow some of these cells. I
think they’re doing experiments with it, but they have eliminated
the alpha-gal syndrome or the alpha-gal protein in these pigs and
some other things to try to reduce the amount of suppression.

Yield back. Yield back to my friend.

Mr. BURGESS. So there you have it. I knew I was asking that
question for a reason.

Mr. Germano, you heard my earlier discussion about the liability
issues and in Community Health Centers you are under, if I recall
correctly, a national——

Mr. GERMANO. Federal Tort Claims Act?

Mr. BURGESS. Federal Tort Claims Act. So your costs for liability
insurance are reduced so you're able to expand the amount that
you're able to offer because you’re not spending so much on that
part of the overhead.

Is that true in the teaching health centers as well?

Mr. GERMANO. Unfortunately, there are gaps. Because of the way
the FTCA has been interpreted for us, it essentially says that as
long as the patients are our patients and the services are within
our scope, it is covered.

But as you know, as a resident you go in the hospital, you're
never sure who you’re going to run into in the emergency room or
surgery. So we have to buy alternative insurances to cover our resi-
dents because of that gap.

Mr. BURGESS. I would like to help you with that.

Mr. GERMANO. I would love to have the help.

Mr. BURGEsS. All right. We will follow up after committee.
Thank you.

Mr. GRIFFITH. And I yield back.

Ms. EsHOO. The gentleman yields back.

It is a pleasure to recognize the gentleman from New York, Mr.
Engel, for 5 minutes.

Mr. ENGEL. Thank you, Madam Chair. I appreciate your calling
on me.

Let me say that there are six Community Health Center net-
works in my district. I want to mention them, as they do a good
job: Bronx Community Health Network, Hudson River Health
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Care, Morris Heights Health Center, Mount Vernon Neighborhood
Health Center, New York City Health and Hospital Corporation,
Open Door Family Medical Center, Incorporated.

Together, they deliver high-quality care to nearly half a million
of my constituents. Now, I have heard from some of these clinics
that 2-year reauthorizations can hinder their ability to implement
innovative care programs and retain experienced staff, and to that
end I am pleased to cosponsor the CHIME Act, a bipartisan meas-
ure which would provide 5-year reauthorization to increase fund-
ing.

Let me ask Mr. Germano, could you please describe some of the
consequences of short-term funding measures on a Community
Health Center’s ability to implement care coordination programs?

Mr. GERMANO. Thank you for that question.

As was mentioned before, the biggest effect is the paralysing ef-
fect of not knowing what your future has in store. We are making
long-term commitments to really change the face of delivery in our
communities, whether that be the hiring of clinicians, whether that
be creating of points of access.

All those things take planning and investment, and when the
dollars are—can only go out so far, most boards—most commu-
nities are going to say, we have to put—we have to slow down or
stop and in some cases we have health centers who ended up tak-
ing loans to meet payroll. We had others that rescinded contracts
to providers who were coming because they couldn’t guarantee they
could afford them. It is a very—it really has a very destabilizing
effect having such a short window like that.

Mr. ENGEL. Thank you. I appreciate your testimony.

Let me also say that when we look at diabetes in my home State
of New York, there are 2 million New Yorkers who have it. It costs
the State an estimated $15 billion annually in direct medical ex-
penses and, unfortunately, these figures are expected to rise as the
diabetes epidemic worsens.

To help turn the tide in this epidemic, Congress created the Spe-
cial Diabetes Program. The program funds cutting-edge research
into diabetes treatments and technologies, and New York research
institutions have been awarded $86 million in SDP grants.

Let me ask you, Mr. Kowalski, what are some innovative diabe-
tes technologies that have been developed with SDP funds and how
are they improving diabetes care?

Dr. KowaALskI. Thank you for the question, and first and fore-
most, I think what we’ve seen, as mentioned earlier, continuous
glucose monitoring technology has played a pivotal role in driving
better glucose control.

More recently, artificial pancreas technologies are coming to the
market and the SDP program played a pivotal role in driving those
into the American system much earlier than expected and I can tell
you that my brother and I use those systems very successfully with
much better results.

Ultimately, both in type 1 and type 2 people with diabetes these
advances forestall the need for—the development of diabetes com-
plications and those costly expenses, both SDP and SDPI both play-
ing a critical role in slowing and reducing those costs.

Mr. ENGEL. Thank you very much.
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And Mr. Germano, let me—let me ask you this. The United
States has a growing shortage of primary care physicians, which is
estimated to reach 50,000 by the year 2030.

The shortage disproportionately affects underserved communities
and the Teaching Health Center program plays a vital role in ad-
dressing this gap.

So, Mr. Germano, can you please describe how a 5-year reauthor-
ization will help Teaching Health Centers prepare the next genera-
tion of primary care physicians?

Mr. GERMANO. Thank you for that question. The 5-year author-
ization goes to that issue of stability. When we take a class in, we
are committing to 3 years.

So when we have 1 or 2 years’ worth of funding, it is a real leap
to guarantee to these young people that we are going to continue
to support them.

The health centers that are in underserved communities—Con-
gressman, sorry—Burgess—Dr. Burgess mentioned that 70 per-
cent—the data shows 70 percent of those trained in—well, in loca-
tions where they’re trained land within a hundred miles of where
they are trained.

So when we are training them in underserved communities we
greatly increase the opportunity to keep them in our communities.
Our data shows three times more success than other kinds of mod-
els.

So yes, we need teaching health centers in underserved commu-
nities. We need to keep them there to take care of our commu-
nities.

Mr. ENGEL. Thank you.

Madam Chair, thank you so much for this. This is really impor-
tant stuff that I know we have both worked on.

Thank you.

Ms. EsHOO. I thank the gentleman and he yields back.

I now would like to recognize the gentleman from Missouri who
is long on humour and friendship, Congressman Billy Long.

Mr. LoNG. Thank you. Appreciate being recognized.

Mr. Germano, the Teaching Health Center Graduate Medical
Education Program plays an important role in bringing more pri-
mary care physicians to rural and underserved areas.

Shasta Community Health Center participates in this program
so I am interested in your perspective on this. What are the train-
ing differences in a teaching health center residency versus a tradi-
tional hospital residency?

Mr. GERMANO. Thank you for that question.

There is quite a bit of overlap because we have accrediting re-
quirements that we have to meet. It doesn’t matter where you are
trained—you have to meet those requirements.

The difference is that we are looking for medical students, fourth
year, wanting to get into our residency, for people who have a
heart and understanding of our community and our mission—serv-
ing our community.

We are looking for people with experiences that would dem-
onstrate that they will be successful in our environment. We then
surround them with support and faculty and all the other resources
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we have to make sure they are successful in working in our com-
munities.

We help them root in our communities to the best extent, and if
they are not staying, we—I have gone out and looked for similar
communities where their spouse wants to move to and we connect
them to a health center there.

So we span the gamut, and I would just finish by saying that
what we are doing now is we are going now downstream to our
high schools and saying to our own underserved communities, lis-
ten, have you thought about a career as a primary care doctor.

And this is how you get in and this is how we are going to help
you get there, and we are going to get you into medical school and
we are going to get you into our residency and you'’re going to serve
your mother, your dad, your neighbors when you’re done.

To me, that is the long term. That is what 5 years of commit-
ment does. It gives us that kind of support.

Mr. LOoNG. How can teaching health centers help alleviate the
primary care workforce shortages that we are facing?

Mr. GERMANO. Well, in H.R. 2815 there is a—in fact, a number
of the bills—the important thing is we have to grow the program.
The program is sort of stuck on 56 across the Nation with the fund-
ing that we have.

So we need to grow it. In 2815 there is a provision to add eight
new programs in 2021 and an additional eight in 2023, I believe,
and it instructs HRSA and then there are other expansions of ex-
isting programs.

We have to greatly expand the number of people—of residents
that we train and that bill allows for, I believe, 250 more spots of
training in our country.

Mr. LoNG. And how likely are residents to stay serving in the
underserved areas after completing their residency at a teaching
health center?

Mr. GERMANO. The data from HRSA shows that it is running
about—around 60 percent in the communities where they are
trained. It doesn’t mean—and it is something like 82 percent stay
in primary care.

And as I mentioned before, if they’re not staying in your commu-
nity, they are moving to another underserved community where
they benefit.

One of my residents moved to rural Arkansas because that’s
where her hometown was and that is where they needed her, and
she is helping to deliver babies down there right now. So

Mr. LONG. Let me—Ilet me ask you another question, kind of fol-
lowing up on what my friend, Mr. Engel, was asking.

You note that over the next decade the United States will require
nearly 50,000 primary care physicians but the number of graduates
is now greater than the number of residency slots, which I know
a lot of Americans would be shocked to find out that you can go
completely through medical school and not be able to get a resi-
dency.

Mr. GERMANO. It is true.

Mr. LoNG. Not be able to become a doctor. What else can we do
to ensure that graduates can get residency slots and be able to
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practice particularly in rural and underserved areas, which will
face the deepest impact from these physician shortages?

Mr. GERMANO. Well, first and foremost, I think we need to create
more teaching health centers in underserved communities. There
are health centers around this country willing to be a sponsoring
entity and I think we should make a deep investment in those
health centers.

And I believe there are other community-based and other rural
communities that could support a residency teaching program. But,
for me, if you really want to target underserved communities, the
Community Health Center environment is where the investment
should happen.

I think it can and it should.

Mr. LoNGg. OK. The National Health Service Corps will play a
vital role in bringing more primary care physicians to rural and
underserved areas.

There are four programs within the NHSC—the scholarship pro-
gram, the loan repayment program, the State loan repayment pro-
gram, and the students to service program.

However, four of the five programs’ placements are within the
loan repayment program. Could you talk about the role of the other
three programs that are within NHSC and what we can do to en-
hance the placements within these programs?

Mr. GERMANO. Specifically, the scholarship program and the
State loan repayment program? I want to be clear—is that what
you're referring to?

Mr. LoNG. The—all but the loan—yes, the repayment—the State
loan repayment program, student to service program, and the
scholarship program.

Mr. GERMANO. Well, I would almost need to get back to you with
more detail of what we can do.

Mr. LoNG. We are out of time anyway so that is a good plan. Let
us do that. I yield back.

Ms. EsHOO. The gentleman yields back.

I now would like to recognize the gentlewoman from Florida and
thank her for chairing while I ran off to another subcommittee up-
stairs. The gentlewoman from Florida, Ms. Castor.

Ms. CAsTOR. Well, thank you very much, Madam Chair, and
thank you for organizing this hearing because it is very important
that the committee examine health initiatives that are effectively
helping families back home.

That certainly includes the Special Diabetes Program, everything
the Family-to-Family Initiative does to ensure families with kids
with special needs get the care they need. Patient-Centered Re-
search is vitally important.

Thank you for your summary on Teaching Health Centers. I hope
we can expand them and I want to salute Ms. Matsui for working
for many years to expand our community behavioral health clinics.
I think that has a lot of promise for families.

Probably the most impactful in my Tampa area district will be
Community Health Centers, and since the adoption of the Afford-
able Care Act with the Community Health Center funding that
provides grants, I have seen significant expansion.
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It is so important to families in my community. Tampa family
health centers currently leverages over $9 million in Federal in-
vestments and serve well over 100,000 of my neighbors back home.

Now, Community Health Centers, they rely on a number of fund-
ing streams—Medicare and Medicaid reimbursements, some pri-
vate pay. But the grants that come from the Community Health
Centers fund are critical to expansion.

Mr. Germano, tell us how health centers across the country are
using the grants that come from specifically the Community Health
Center Fund.

Mr. GERMANO. Well, our main purpose of the Federal grants is
really, I think, twofold. One is to make sure that we provide effec-
tive primary preventive care to our uninsured.

So every State, depending on how they dealt with the ACA, have
a different number there.

Ms. CASTOR. And isn’t that important in States that did not ex-
pand Medicaid, which, unfortunately, includes the State of Florida.

Mr. GERMANO. The 330 grant is truly a lifesaver for those States
because the uninsured rates are much higher. The other places
that it helps to support the infrastructure delivery of those serv-
ices, not all those other funding sources cover a part of what’'s—
of what it costs but it is not the whole thing.

So we need all those funding sources, including the Federal
grant. The Federal grant also provides for Federal tort claims. Peo-
ple—you know, that’s the malpractice coverage that we lean on to
help make it more affordable for us to deliver services.

It also allows us to work with our States on prospective payment
under Medicaid. So Medicaid pays its fair share of what it costs to
deliver services.

So the Federal grant is fundamental as a foundational building
block for what we do.

Ms. CASTOR. And a couple of years ago, we were entirely frus-
trated because the Community Health Centers Fund was in need
of reauthorization. I think you answered Chairman Pallone’s ques-
tion about the importance of continuity and on the longer term ex-
tension.

I know in my community the 6-month delay in funding for Com-
munity Health Centers, the National Health Service Corps, the
Teaching Health Centers, among others, was particularly dam-
aging.

We heard from folks back home that said this funding cliff is un-
tenable. They said they had to freeze hiring, including physicians,
and support personnel. They had to stop all construction expansion
plans. That is not smart or financially wise.

They had—even reducing the number of patients they saw and
considered closing existing facilities. So you talked about the im-
portance of continuity. But, boy, if—give me a good example of how
a funding lapse and additional delays affects patients’ access to
care and the workforce that we need to train.

Mr. GERMANO. Well, many of our health centers have been—are
at the maximum of their capacity. So the only way to take care of
more people is to look at expansion. But to expand you have to
plan. It just doesn’t—you just don’t pitch a tent and start deliv-
ering services in many cases.
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So the continuity and being able to plan ahead to do that, I men-
tioned earlier, takes three to 5 years to plan a new site, you know,
from thought to finish, and you have to have some certainty of your
funding is going to be there.

The Teaching Health Centers, as I mentioned, every class is a 3-
year commitment. You have 1 or 2 years’ worth of funding and a
3-year commitment, it doesn’t serve anybody very well.

It creates a lot of anxiety, and particularly in part of the resi-
dents, I might add, wondering if they’re going to actually finish in
the training program they started.

We did lose one health center during that period. Twenty-four
residents lost their training program. We had to scramble and ab-
sorb them across the country. Not a good situation.

Ms. CASTOR. Well, I agree with you and I—Madam Chair, I look
forward to the committee marking up these bills with robust fund-
ing and extension and reauthorization.

Thank you, and yield back.

Ms. EsHOO. The gentlewoman yields back.

A pleasure to recognize the gentleman from Kentucky, Mr. Guth-
rie, for 5 minutes of questions.

Mr. GUTHRIE. Thank you, Madam Chair.

My first question is for Mr. Germano. I am a big supporter in
Community Health Centers. I think they do a fantastic job.

We just need to ensure that they are on a successful track and
they are funded responsibly. One of the things that I have been
driven by, being on this committee, is all the fantastic innovation
coming in healthcare.

Now we can cure—Dr. Francis Collins said we can use the “cure”
word for sickle cell anemia. Just all this stuff that’s coming for-
ward.

So I just kind of—what innovation do you see Community Health
Centers doing to be part of the great revolution or innovation revo-
lution in healthcare and how they are innovating to better serve
their communities?

Mr. GERMANO. Well, I think a lot of these technologies, these ad-
vancements, are moving into the ambulatory space. We’ve done—
we are doing less and less in the hospitals or at least less time, and
now it is moving into the outpatient environment.

We have to make sure that the health centers have the resources
to take advantage of those technologies and those therapies. I know
that we look at best practices all the time in our practice—what
can we do, how can we influence, for example, our State Medicaid
authority to make sure that these technologies are somehow added
to our scope—are paid for under our scope of services.

We have to make sure that our uninsured aren’t left out of those
advancements, and that’s what the 330 program does is help us do
that.

We have to stay on top of it. We have patient-centered medical
homes now. We wrap services around our patients. The mental
health piece is very important in terms of behavioral health. It is
not just the technologies; it is actually helping people maybe
change behaviors to take advantage of these things.

Mr. GUTHRIE. OK. Thanks. I just have a couple questions.
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So, Dr. Kowalski, thanks for being here today as well. I am the
ranking member on Oversight and we have been looking at insulin
pricing and barriers to diabetes care.

Can you please describe how the diabetes—Special Diabetes Pro-
gram helps—decreases these barriers and is innovating for individ-
uals with diabetes?

Dr. KowAaLskl. Well, I testified a couple weeks ago on insulin
pricing and we have an issue in the United States. Nobody should
die or suffer for lack of insulin. I think what we talk about here
is we have innovation happening through SDP that

Mr. GUTHRIE. The artificial pancreas is something that is now
available——

Dr. KowALSKI. The artificial pancreas and a variety of more com-
ing down the pike when you talk about cures—potential cures—and
we need to ensure they’re accessible.

So we have been working with Members of Congress and across
NIH and, of course, with our team to look at policies that ensure
that the advances that we are seeing that are faster than I have
ever seen in all my time in science are accessible to anybody who
will benefit.

Mr. GUTHRIE. It is happening at such a rapid, rapid pace, isn’t
it?

Dr. KowALSKI. Absolutely.

Mr. GUTHRIE. It is amazing how—and I have two nieces with di-
abetes and so that—I keep a pretty close eye on that as well.

So, Dr. Cooper, can you please just speak to how PCORI-funded
research is taken up in practices and are there any long-term
measuring tools that PCORI uses to track impact of PCORI re-
search?

Dr. CoOPER. Certainly I can do some of that. So I can tell you
that in the work that I am currently doing the practices that we
work with are—many of them are Community Health Centers and
they are eager to test different evidence-based approaches in their
own settings and to try different ways of actually implementing the
things that we know from NIH discoveries should be used in prac-
tice but aren’t because often those studies aren’t done in the real
world practices with the people who actually have to deliver those
services and treatments.

So I think there is a lot of enthusiasm to be engaged in PCORI
type research and to problem solve with researchers around how to
get these new discoveries actually implemented with the realities
of the resources and the staffing that exists in the settings.

Mr. GUTHRIE. Can you measure the implementation of your re-
search? Do you have measures to see how that is moving forward?

Dr. COOPER. So some of the measures we have have to do with,
first of all, the levels of engagement with different stakeholders
and what contributions they each make to the overall process and
how that actually changes the work from its inception to when it
is complete and then later on looking at to what extent the inter-
vention or the program is taken up.

So we look to see, for example, how many people are actually
using the intervention that’s being tested, how many people are
being exposed to it, whether it is being used with fidelity, so is it
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being used like—as it was intended or is it being adapted and used
in a different way.

And then we look to see to what extent that uptake actually
leads to the outcomes that we look at.

Mr. GuTHRIE. OK. Well, thank you, and my time has expired and
I will yield back.

Ms. EsHOO. The gentleman yields back.

Now I would like to recognize the gentleman from New Mexico,
Mr. Lujan, for 5 minutes of his questioning.

Mr. LUJAN. Thank you, Madam Chair, and thank you all for
being here today.

I want to address a disturbing health trend among Native Amer-
ican populations in the United States. Native Americans have the
highest rates of type 2 diabetes in the United States. Native Amer-
ican adults are also 2.4 times as likely as white adults to have dia-
betes, and in 2013 Native American women were twice as likely to
die from diabetes as white women.

The reality is that Native Americans are unnecessarily dying
from diabetes. As we have heard today, the Special Diabetes Pro-
gram and the Special Diabetes Program for Native Americans are
both extremely successful and have meaningfully improved pa-
tients’ lives.

For example, since the establishment of SDPI, the prevalence of
%iei?etic eye disease and end-stage renal disease have been cut in

alf.

I believe it is our responsibility to ensure that these vital pro-
grams have the funding necessary to continue but also to expand.

Mr. Kowalski, in your testimony you highlighted the
groundbreaking research SDP and SDPI have funded since their
creation. For Native American communities disproportionately af-
fected by type 2 diabetes, how do these programs ensure that they
receive the access and quality of care that they deserve?

Dr. KowALSKI. Thank you for that question, and I think this is
a tremendous example of how evidence-based medicine—we have
had a number of questions about evidence-based medicine, and the
implementation—can it be cost savings and deliver true impact.

And I think you point out quite rightly that SDPI is serving an
underserved community who is suffering from a disease that is
often stigmatized but is highly genetic and inherited—type 2 diabe-
tes—and requires significantly more resources deployed against it.

We know that these interventions can make a difference and you
point out statistics such as the higher than average diabetes rates
and death rates.

The prevalence of type 2 diabetes has plateaued since SDPI has
been implemented. We know that the rates of diabetes complica-
tions are being reined in and I think this investment has been
shown to be cost saving.

The reduction in diabetic kidney disease, which is completely cov-
ered by CMS, is estimated to be saving over $500 million since the
implementation of this program.

So I think there is much more to do and I think the reauthoriza-
tion of this program is a hugely important next step.

Mr. LuJAN. Well, and that’s my follow up is what happens if this
program is not reauthorized?
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Dr. KowALSKI. Well, we know that diabetes is growing, of course,
in the Native population. But this is across our entire country. And
if we don’t intervene we are going to see increasing costs driven by
diabetes complications and management.

These interventions work. There is no doubt. This program is not
just research for research sake. This is implementation that is driv-
ing better outcomes and saving cost.

So I think that time is of the essence and we need to get this
reauthorized as soon as possible.

Mr. LuJAN. Well, I appreciate the emphasis not just on the fact
that this investment is cost saving, but the second part of my ques-
tion is not just the importance of this reauthorization but to ex-
pand the service.

What more can be done to get services in areas where they are
still needed that they’re not getting out there?

Dr. KowALSsKI. There is no doubt that here in the United States
we have a problem on kind of both ends of the spectrum, meaning
that even people with the best tools still struggle.

Diabetes is a very hard disease to manage. So when you're in an
underservedved environment it is tremendously difficult and the
investment in these communities pay huge dividends.

One-third of the Medicare budget is driven by diabetes complica-
tions. More investment will reduce cost and, of course, this is a
human disease. We are talking about costs but these are families
who are suffering and we need to do better.

Mr. LuJAN. I appreciate your response very much and high-
lighting the importance of reauthorizing this important program.

And with that, Madam Chair, I yield back.

Ms. EsHOO. The gentleman yields back.

That is a stunning figure that you just gave, Dr. Kowalski. Say
it again.

Dr. KOWALSKI. One-third of the Medicare budget, and that is be-
cause Medicare is paying for all end-stage renal disease, and when
we look at the advances in diabetes care and new kidney disease
drugs we expect, we could significantly reduce those costs.

Ms. EsH00. Thank you.

I now would like to recognize the gentleman from Indiana, Dr.
Bucshon, 5 minutes for questions.

Mr. BucsHON. Thank you very much, and thank you all for testi-
fying.

The programs we are discussing today are all very important. I
think that is pretty clear. And I think we all agree they should be
funded, the more years the better, for the reasons that people have
outlined.

But that said, I have strong concerns about some of the bills be-
fore us for consideration which do not include the Hyde Amend-
ment protections—prolife protections that have been in funding
bills, preventing government funding for abortions, and that has
been in place since 1976 and has been supported by both parties
for decades until about 2016 when many Democrats began sup-
porting government funding of abortions.

It is just an unnecessary partisan discussion injected into what
is a discussion over critical programs that we need to authorize and
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it makes it difficult for Republicans to be supportive of the legisla-
tion in their current form.

I mean, Dr. Burgess introduced H.R. 2700 to reauthorize the
Community Health Centers and National Health Service Corps, the
Teaching Health Centers GME, Special Diabetes Program, Family-
to-Family Health Information, centers in sexual risk, avoidance,
education, and personal responsibility education for 1 year, and his
bill would have used the savings gained from the recently passed—
at least committee-passed bipartisan drug pricing bills to fund that
extension, even though it is short, it had a pay-for.

Instead, unfortunately, last week we used the money to fund par-
tisan Affordable Care Act provisions, which Republicans can’t sup-
port.

So I think if we are really serious about preventing these pro-
gram authorizations from expiring, I think we need bipartisan leg-
islation—that we need to come to a bipartisan agreement on how
to pay for these priorities, which we have in the past, and I look
forward to working with my colleagues on both sides of the aisle
to advance these critical policies in a fiscally responsible way.

Mr. Germano, in your testimony you talk about the important
ability to provide dental, mental health, and overall health services
to the homeless, which is a growing problem in all of our districts.

Additionally, you mention that you use telemedicine extensively,
and I have a very rural district and am a big supporter of telemedi-
cine. It is important.

Can you talk more about how the Federal funding helps support
these and other important services that Shasta Community Health
Centers provide?

Mr. GERMANO. Thank you for that question, Congressman.

Oral health, historically, has been one of the forgotten services
that are needed in communities of need. Oral health disease is the
number-one pediatric disease, period, in America.

We made a commitment through Federal 330 dollars a number
of years ago to build an oral health infrastructure and we have ac-
tually helped get a school of hygiene open because of our associa-
tion with the junior college and expanding that access throughout
our community. So a lot of leveraging that went on there.

Telemedicine is a great advancement in a rural community. We
are—we have consults with—a thousand miles away with special-
ists in major teaching facilities, access that our patients would
never ever get, really, truthfully, otherwise.

However, it is expensive. Not so much the technology but you’re
working with major teaching hospitals and what have you. So the
330 grant helps to subsidize a lot of that cost to allow us to do that
and to have our patients be seen effectively.

Mr. BUCSHON. Yes. I mean, I think a lot of things that—I was
a cardiovascular surgeon before I was in Congress and we do over-
look dental and oral health and, obviously, we are struggling to
make sure we have parity in mental health services, which I sup-
port, obviously.

And things like telemedicine and other things that I think Com-
munity Health Centers in rural areas can provide is really criti-
cally important, and I am hopeful that we can come to an agree-
ment on how to make sure that we get all of these programs that
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I mentioned reauthorized hopefully for more than just a year or 2
years, but longer, because as I think you outlined, this certainty in-
volved in that is really a critical piece to this puzzle.

With that, Madam Chairwoman, I yield back.

Ms. EsHOO. I thank the good doctor and he yields back.

Now I would like to recognize the gentleman from Maryland, Mr.
Sarbanes.

Mr. SARBANES. Thanks very much, Madam Chair. Thank you to
our panel over here.

So, first of all, I want to thank the chairwoman for bringing all
these bills before us and having us discuss the importance of the
reauthorization. These are all critical programs and there is a lot
of bipartisan support, as you gathered, from just the comments of
my colleagues today.

Mr. Germano, I wanted to talk to you a little bit about the Com-
munity Health Centers. You have given very powerful testimony
today to why continuing to fund those at robust levels and provide
those resources is so critical, going forward.

Those health centers, as you know—and maybe you could speak
to this—serve children and young people significantly. So you have
a sense of the degree to which that’s the case? The kind of numbers
we are looking at, percentages or anything like that?

Mr. GERMANO. Across—I can’t give you across the country but it
is substantial. I would say at least 40 percent or more in the
most——

Mr. SARBANES. Yes. I think it is at least 30 and in some places
it exceeds that in terms of patients that are served by health cen-
ters who are children under the age of 18.

And I certainly want to thank my colleagues who have intro-
duced H.R. 2328 and H.R. 1943 for maintaining our strong commit-
ment to Community Health Centers which support the needs of
children.

But it is children’s stake in these programs and services that has
led me to kind of carve out a niche commitment or perspective here
on the committee and in Congress with respect to strengthening
school-based health centers because I really feel like you have a
captive audience.

You, obviously, have the young people there, and if you can de-
liver services right there on site and do it in a consistent way and
a comprehensive way, it can make a dramatic difference, not just
for those individuals—for those students, for their families, for the
community, for the health of the school, et cetera. You can spot
issues that may be arising.

I think having mental health services as a key component—inte-
gral component—of what is delivered by school-based health cen-
ters is something that we need to examine more deeply.

Can you speak to—and I know that I think about 50 percent of
the school-based health centers in the country have some linkage
to community-based health centers and maybe you could talk a lit-
tle bit to that relationship because through that lens you would
know of or have a perspective on how important it is to deliver
those services at the school level because I really—I have intro-
duced some legislation that would strengthen the support of school-
based health centers but I have always viewed the Community
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Health Centers and their health as fundamental, kind of
foundational to building off of that the school-based health re-
sponse. So if you could speak to that, it’d be terrific.

Mr. GERMANO. Thank you for that question.

I think the advantage of school-based health centers—you have
mentioned it—is they are there. They are there with the kids. They
are there with the families.

But in my judgment, they are an island unto themselves unless
they are connected to a system and that is what the health centers
are—a system.

So you are a nurse practitioner in a school, you come across kids
who may have onset—new onset diabetes or other indicators, you
need a referral in to the services we provide, which would include
maybe seeing the pediatrician at my health center.

Maybe needing the diabetic counselor. Maybe helping mom and
dad with how to plan for their—you know, buying food and those
kinds of things. Getting them signed up for Medicaid if they're eli-
gible.

So the connection to the network, to the system, is really impor-
tant, I think, in terms of maximizing the value on the ground for
those services in the schools.

Mr. SARBANES. I appreciate that, and, again, I come back to this
concept that it is a huge lost opportunity if you don’t site some of
these health services in the place where you have hundreds, thou-
sands, potentially, of individuals that can take advantage of them.

So resourcing them is important. Examining best practices of
these school-based health centers—what it means to design a com-
prehensive school-based health center sort of covers the waterfront
in terms of what you would want to see.

And then to your point, making sure that the linkages are there
so that you can, you know, make the right kind of referrals, you
can step back, get a more holistic view of what that individual and
their family needs, et cetera, and then provide other services as a
result.

So we are going to continue to really lean on this effort around
school-based health centers but make sure as we do it that we are
connecting it to the community-based health centers, and so keep-
ing them strong, which is what you are here to testify about today
is, obviously, key.

And with that, I yield back my time.

Ms. EsHOO. The gentleman yields back.

Pleasure to recognize the gentleman from Illinois, Mr. Shimkus,
for 5 minutes of his questions.

Mr. SHIMKUS. Thank you, Madam Chairman.

I would like to yield my time to Congressman Guthrie of Ken-
tucky.

Mr. GUTHRIE. OK. Thank you for yielding.

Dr. Cooper, the PCORI-funded study you are leading is com-
paring two ways to treat high blood pressure. Who will this re-
search benefit and how do you envision the outcomes of this re-
search changing the way care is delivered?

Dr. CooPER. Thank you. I think the research will benefit several
different groups of people.
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So, first of all, it will benefit patients who have high blood pres-
sure and who often have other chronic conditions as well—because
we are studying people who have more than one chronic condi-
tion—and we are helping them to figure out whether working with
a team that includes a nurse and a community health worker and
also access virtually to specialists works better than simply going
to a clinic where they get information in a brochure.

And so I think if we can show that that works, patients will be
able to request to work with a nurse community health worker
team to help them address their issues more comprehensively.

It’ll also help clinics and health centers that are trying to decide
how to staff to take care of patients with certain needs—hyper-
tension and other chronic conditions as well as social determinants
of health, because we are working with underserved communities,
and it'll help them figure out what resources they need, what staff-
ing they need, and also provide them with ways to train and mon-
itor that—those programs.

So that is—I am hoping that that will benefit patients as well
as health systems and then also help providers to figure out what
kinds of programs they can refer their patients to when they need
extra support.

Mr. GUTHRIE. OK. Thank you.

And, Mr. Germano, Community Health Centers program’s an-
nual funding has more than tripled between fiscal year 2002 and
2018 due to increases in community health center funds.

The grants have been used for broad purposes and types of
grant-supported program activities have expanded and changed
over time. So since the establishment of the Community Health
Center Fund in 2011, in general, how have these grant funds been
used and how have the new investments changed over time?

Mr. GERMANO. I think—thank you for that question.

The biggest increase is in new sites and new services. We have
seen a tremendous expansion of the Community Health Center
model across the United States.

More and more underserved communities have created these
Community Health Centers. Existing health centers have expanded
into new communities. Services mentioned earlier—oral health,
mental health, telemedicine, healthcare for the homeless, HIV
care—Ryan White.

So we have really reached out with those dollars and have more
and more impact. We are now at 28 million Americans who are
cared for by Community Health Centers. I would like to see that
doubled. We have 84 million people in America right now without
a good primary care home and that is what we can represent is a
good primary care home for them.

Mr. GUTHRIE. OK. Thank you.

That is my questions. If anybody wants my time I will yield back.

Mr. BUTTERFIELD [presiding]. The gentleman yields back.

The gentleman from Oregon, Mr. Schrader, is recognized for 5
minutes.

Mr. SCHRADER. Thank you very much, Mr. Chairman. I appre-
ciate it.

Dr. Cooper, thanks for being here. As one of the original sponsors
of the bipartisan bill that put PCORI into effect, the Comparative
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Effectiveness Research bill in 2009. So very interested in the work
that you're doing and trying to bring it to fruition and implementa-
tion.

The main goal was to make the healthcare system work a little
better, centered around the patient, best outcomes. Did some initial
investment. You have indicated it has been paying off. You gave
several different examples of, you know, cases where you came up
with some pretty interesting things that you’re trying to dissemi-
nate out there to the marketplace, to different clinics, hospitals, et
cetera.

Things have changed a little bit in the intervening 10 or 15 years
and particularly in the drug space. Things are becoming very ex-
pensive. Some lifesaving medications—there has been the discus-
sion on this panel about value-based reimbursement for some of
these, you know, medications and what have you and the cost of
treatment, the copays, et cetera, are getting a little more attention
for that upper middle class in the Affordable Care Act.

So would you agree that cost of treatment is part of a patient’s
consideration when deciding what—where to go and what type of
therapy to have?

Dr. COOPER. I certainly think that cost is part of the patient’s
consideration and people do need to often factor that into their de-
cision making around what care or approaches they want to take
and will be accessible and affordable to them.

Mr. SCHRADER. So given that and the problem we have that
PCORI is expressly prohibited from considering cost effectiveness
in its mission, should we be thinking about tinkering with that a
little bit and include the cost of treatment as part of an impact so
that the patient has the full understanding of what they’re coming
up against, given the fact there are so many great treatments out
there?

Dr. COOPER. So I think it is up to you as the lawmakers to make
that decision. I think that information is important and it should
be studied somewhere and whether it comes through the way that
PCORI is funded or authorized or through some other mechanism,
I am sort of agnostic to that.

But I think we would all agree that it is important work that
needs to be done and coordinated with the work that’s happening
at PCORI, either coordinated or done there.

Mr. SCHRADER. All right. Thank you. Thank you.

A little concerned that CMS is not particularly implemented or
at least from my understanding chosen to really adopt some of the
great recommendations that are coming out of PCORI.

Is there a way we should be talking with them or trying to get
them to perhaps use some of your recommendations a little bit
more recent or a little more ongoing basis? The outcomes are good.

Dr. CooPER. Right. I definitely would encourage that. I think one
of the things that PCORI does encourage is conversations among
researchers and payers and insurers so that they are all at the
table and they’re involved in the design of the work and we are an-
swering the questions that are relevant to them so that they can
use that information in decisions about resource use and follow-
ups.



85

But any other support that we can get in that realm I think
would be very helpful.

Mr. SCHRADER. How about incentivizing CMS? You know, there
are some great practices—get a chance to use that again. We are
talking about value-based reimbursement, getting good outcomes.

Dr. CooPER. I think incentivizing patient-centered outcomes is
important and oftentimes we have been incentivizing, typically,
clinically and biomedically based outcomes and I think it is impor-
tant to also incentivize health systems that pay attention to things
that matter to patients and their families.

Mr. SCHRADER. I think particularly given CMS’s clout and the in-
fluence they have it would be nice to get them behind some of these
and help disseminate that information.

Mr. Germano, popular guy here today. We all love CHCs—you
know, critical to bringing healthcare to a lot of folks that can’t af-
ford—that have no other access, actually.

But I am a little concerned that the alignment between some of
the outcomes that HRSA uses to judge, you know, how the CHCs
are doing don’t align necessarily with the Medicaid outcomes.

For instance, if you're a health center, child immunizations have
to be completed by age three. If you're a managed care organiza-
tion, it is age two. You know, would it be smart to maybe try and
sort of align both the CHC outcomes with the Medicaid outcomes
too?

Mr. GERMANO. Please, can you make that happen?

[Laughter.]

Mr. GERMANO. It does drive my clinicians up the wall because we
have all these multiple standards and what are we held to and
what are they held to.

So to the extent—I mean, I think we are working on it with our
Medicaid managed care plan or State, not so sure about HRSA but
trying to get them all aligned to agree as to frequency and what
the goals are so that we can work towards them.

It is maddening, in many respects, that we have to do—deal with
it.

Mr. SCHRADER. Thank you. Oregon, I know, is working on that,
and I yield back, Mr. Chairman.

Mr. BUTTERFIELD. The gentleman yields back.

The gentlelady from Indiana, Mrs. Brooks, is recognized for 5
minutes.

Mrs. BROOKS. Thank you, Mr. Chairman.

I am going to start with you, Mr. Germano, but I have several
questions for the panel, and thank you all so very much for being
here.

Can you further discuss the kind of treatments that Community
Health Centers are using combatting the opioid epidemic?

Mr. GERMANO. Thank you for that question.

Our primary mechanism is to use buprenorphine Suboxone—
medically assisted therapies. We have created clinic systems
around that. We have about 200 patients now in therapies right
now. Behavioral health is a big component of that; not just the
drug, but the behavioral health and the follow-up.
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So we are—we have doubled that program in a year. We are
probably going to double it again and we are going to add it to our
maternity services as well.

Mrs. BROOKS. And do you know is that a trend that you are see-
ing with other Community Health Centers?

Mr. GERMANO. Very much so. I think we are gaining confidence
as a system that it works, it is helpful, and if done correctly with
behavioral health it can be very effective for our communities, yes.

Mrs. BROOKS. One of the concerns that I have is the workforce
shortage, and while we have talked about physician shortages, and
I appreciate you talking about the issues with graduate medical
education, I have introduced an Opioid Workforce Act because, as
I understand, one of our biggest concerns in the treatment of
opioids is the lack of a trained workforce.

In the teaching Community Health Center model, are there any
addiction medicine programs for residents that you’re aware of and
is that—Representative Schneider and I from Illinois have intro-
duced this Opioid Workforce Act to try to increase Medicare-funded
residency slots for addiction medicine specifically. Are you familiar
with any of those types of programs?

Mr. GERMANO. I am not. But I will say this much. In our own
residency program, we have made the MAT program a core part of
their training. So when they are done, they are X waivered and
they are ready to go when they finish training.

Mrs. BROOKS. That is excellent. Do you know if that is something
that other Community Health Centers are doing as well?

Mr. GERMANO. I believe that many of them are doing that. I can’t
say all of them, but I am familiar with several that are.

Mrs. BROOKS. Would additional funded residency programs make
that more possible or do you think there is a need for any specific
addiction medicine residencies?

Mr. GERMANO. I really can’t answer that question. All I can say
is in the teaching health center world, because our communities
are suffering from the scourge of opioid abuse, they should be
training their residents in this field. They should give them com-
fort.

Mrs. BROOKS. And so you’d like to see all—would you like to see
all the primary care residency programs include your medication-
assisted treatment training?

Mr. GERMANO. I think every community has to decide what is a
priority. But from what I have seen across this country, I would
say yes.

Mrs. BROOKS. Dr. Cooper, I would like to ask you about the
PCORI program relative to opioid and pain management. You
talked about it a little bit in your written testimony, and I am
sorry, I had to go to another hearing and missed your testimony
here. Can you talk a little bit about PCORI-funded programs rel-
ative to addressing the opioid epidemic?

Dr. COOPER. Sure. So I did mention the one where there was an
initiative targeting providers and getting them to decrease pre-
scribing of opioids.

There are other programs looking at team-based models of care
for opioid addiction, different programs focusing on how to monitor
medication used for patients, also looking at different approaches
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that combine medication such as Suboxone with cognitive and be-
havioral therapy included.

So a number of different programs comparing different strategies
for addressing opioid addiction.

Mrs. BROOKS. Thank you.

Shifting just for a moment, Dr. Kowalski, congratulations on
your new role and I have been involved in the Special Diabetes
Program reauthorization in the past and I know we have spent a
fair amount of time asking about the funding and so forth.

What are the greatest challenges that are remaining as you have
taken on this new role and the obstacles? What are kind of the big-
gest obstacles in the disease that concern you the most and the
greatest challenges that you face, and how can the Special Diabetes
Program help overcome those?

Dr. KowALSKI. I will echo what we have heard today. The lack
of clarity on sustained funding is a big obstacle for us in diabetes
as well. In your home State, we have IU doing some of the most
innovative work in the immunobiology of type 1 diabetes, an auto-
immune form of the disease.

TrialNet has played a pivotal role in our understanding of poten-
tial interventions to slow, prevent, and ultimately, we believe, cure
the disease.

The NIH and the SDP play a pivotal role in driving that research
forward. So a sustainability of funding at a moment where we are
seeing science exploding, not only in type 1 diabetes; there is a lot
of overlap in other autoimmunity that we are working—MS, celiac,
rheumatoid arthritis.

That progress needs to be sustained and we need to keep that
momentum going.

Mrs. BROOKS. Thank you. Thank you for your work, everyone.

I yield back.

Mr. BUTTERFIELD. I thank the gentlelady.

The gentleman from California, Dr. Ruiz, is recognized for 5 min-
utes.

Mr. Ruiz. Thank you, Mr. Chairman.

First, I would like to thank Congresswoman McMorris Rodgers
for cointroducing the Training of the Next Generation of Primary
Care Doctors Act with me.

This bill will reauthorize the Teacher Health Centers Graduate
Medical Education Program, which will soon end in September
2019 and it will add more primary care doctors in the communities
that need them the most.

I know a little bit about this because I grew up in the very un-
derserved community of Coachella—farm worker family—and when
I came back after leaving home and coming back as a doctor I set
to mission to really address the healthcare crisis that we have in
the area.

And T did research with some of my students that I was men-
toring—premed students—and we came up with the Coachella Val-
ley Health Care Initiative and Health Care Access Report, and we
counted that there was one full time equivalent doctor per 9,000
residents in large segments of the Coachella Valley.

And you usually think of Coachella Valley as lush country clubs,
right. But there are a large portion that still struggle to get the
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care that they need. It is one of the reasons why I ran for Congress
as well and it is the primary reason why I set off to be a doctor.

The medically appropriate number—recommended number is 1
to 2,000. So we are 1 to 9,000. To be determined as medically un-
derserved it is 1 to 3,500. So we have a lot of work to do and the
Teaching Health Center Graduate Medical Education Program was
created under the ACA in the effort to get more doctors in medi-
cally underserved areas.

You see, we have a drastic physician shortage crisis everywhere
in America in terms of absolute numbers. But the secondary crisis
is that they are maldistributed, leaving large portions of our coun-
try very medically underserved without doctors.

And as we know, those of us who practice and study this that
the two largest predictors of where a physician will eventually lay
roots and practice are where they are from and where they last
train.

So I built pipeline programs from the underserved communities
through my physician—Future Physician Leaders Program, getting
them from high school, putting them through undergrad medical
school with the USR School of Medicine and then training them in
underserved areas, and that is the best way that you’re going to
address the physician shortage crisis in the underserved and rural
areas.

So this program works. The Teaching Health Center Graduate
Medical Education Programs work. In 2017, statistics show that 82
percent of Teaching Health Center graduates remain in primary
care compared to 23 percent of traditional GME graduates.

Fifty-five percent of Teaching Health Centers’ graduates practice
in underserved communities, compared to only 26 percent of tradi-
tional GME graduates, and 20 percent of Teaching Health Center
graduates practice in rural settings compared to only 8 percent of
traditional GME graduates.

And I am working in my districts with Borrego Health and
Neighborhood Health and Clinicas de Salud del Pueblo to really ad-
dress this and bring in more residents into the underserved areas.

So Teaching Health Centers truly take a different approach to
graduate medical education by placing residents directly in the
communities most in need of care.

Dr. Germano, in your testimony you referred to it as “grow your
own” strategy. Could you further explain how Teaching Health
Centers training experience and outcome is different from tradi-
tional GMEs?

Mr. GERMANO. Thank you both for you commitment to the Teach-
ing Health Center Program. And I am not a physician so——

Mr. Ruiz. I've got 1 minute, so I got too many questions.

Mr. GERMANO. But, really, it is about seeding programs in under-
served communities and rural areas, in particular, have a tough
time just as

Mr. Ruiz. And is different from traditional GMEs how?

Mr. GERMANO. In that we identify young people with a commit-
ment to serve in our community that come from our community
and we train them, and that is how we do it.

Mr. Ruiz. Right. The other problem is that for these programs
most of them have residencies that require 3 years, right. That’s




89

one of the minimum years for a family medicine residency program.
But we have been reauthorizing them for 2 years. Why is that a
problem?

Mr. GERMANO. Well, every class you take is a 3-year commit-
ment. When you have 2 years’ worth of funding, it creates a lot of
insecurity.

Mr. Ruiz. Exactly. So this is going to add funding for 5 years
and, hopefully, will start to change that problem.

The other 1ssue we have is the not only disparities in the diver-
sity or lack of diversity in physician workforce but we also know
that if you train more Latinos and African Americans, et cetera,
they will go to—more likely to go to Latino and African-American
communities and they tend to be underserved as well.

So how does this help that?

Mr. GERMANO. Well, again, it is that pipeline from our own com-
munities, from the faces of our community into the medical—just
like what you are doing down your way.

We are trying to do that across the country in teaching health
centers, drawing from our community—our own underserved popu-
lations, moving them through, looking like the patients that, you
know, they are going to take care of.

Mr. Ruiz. And that is not just important in the overall idea of
diversity is good, but when a patient understands the instructions
and when the doctor understands the community in which they live
in, they are better able to tailor the therapeutic recommendations
and advice so that the patients can actually implement them.

And studies have shown that patients are more compliant, espe-
cially if they understand through the cultural nuances and lan-
guage—they are more compliant and they have better outcomes.

So it is actually—when you want to measure value of public
health, having physicians who are similar and can understand the
life experience of their patients will lead to better health.

Mr. GERMANO. I agree.

Mr. Ruiz. I yield my time.

Mr. BUTTERFIELD. The gentleman’s time has expired. The gen-
tleman yields back.

The gentleman from Florida, Mr. Bilirakis, is recognized for 5
minutes.

Mr. BILIRAKIS. Thank you, Mr. Chairman. I appreciate it.

Mr. Germano, give Florida’s traditionally higher senior and vet-
eran populations, maintaining a skilled healthcare workforce is
critical. It becomes even more of a challenge when student debt
drives where residents choose to practice.

Often, it is our rural and traditionally underserved areas who
suffer, unfortunately. According to HRSA, a family medicine resi-
dent physicians who train in health center settings are nearly
three times as likely to practice in underserved settings after grad-
uation, when compared to residents who did not, underscoring the
value of the Teaching Health Center Graduate Medical Education
Program.

That is why I recently joined my E&C colleagues introducing a
fully paid for measure to extend this program—H.R. 2700, the Low-
ering Prescription Drug Costs and Extending Community Health
Centers and Other Public Health Priorities Act.
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How often—the question is, again, to Mr. Germano—how often
do medical professionals choose to stay in a medically underserved
area once Federal funding is no longer available?

Mr. GERMANO. Well, that—gosh, it makes it hard, because they
are making a commitment of their life, right. It is their practice
and then their family, and they need to have some sense of secu-
rity.

Mr. BILIRAKIS. Sure.

Mr. GERMANO. When they don’t have that, they have choices. The
marketplace—there are so many opportunities that going to an un-
derserved community isn’t going to be high on their list if they
don’t feel security.

So we have to create a secure environment in order to attract
and keep them.

Mr. BILIRAKIS. Yes. How do you propose we do that?

Mr. GERMANO. Well, I think stable funding is huge. The mes-
saging that comes from that, that you're going to be here for the
long run, that this is a commitment. We are stable as an organiza-
tion and, obviously, we need them in our communities.

So they are wanted and needed and we can help support them
in their lives.

Mr. BILIRAKIS. OK. Next question. Can you describe how Com-
munity Health Centers—I am a huge proponent of Community
Health Centers, as cochair of the caucus—how are they—and then
also the community clinics—how are they sustained?

Mr. GERMANO. We have multiple funding sources. The 330 is the
building block which we all work from. We have—Medicaid is an-
other big piece of it. Medicare is another large piece of it.

I mentioned the 330 program. We have State resources, private—
we put it all together. We are not dependent on just one but you
pull one of those cards out, particularly the 330 program, and sort
of the whole thing falls apart.

So we pool our resources together to serve the greatest broadest
scope of services to the biggest number of patients that we can
reach. So all those—it is a piece of everything, including 340(b) and
others—other income.

Mr. BILIRAKIS. What is your position on veterans having access
to Community Health Centers and actually the Community Health
Center would be reimbursed by the VA? And, you know, there
aren’t a lot of—in some rural areas, you know, you don’t have a lot
of access. We don’t have VA clinics in some areas, VA hospitals.

What is your position on that and can the Community Health
Center actually provide for those veterans? Is there room for that?

Mr. GERMANO. I think—it think that is already happening in
many places where the—there the Veterans Administration has
reached out to the Community Health Centers, and I think they
are limited by capacity issues—going back to workforce again.

But I think there isn’t—other than technical barriers in terms of,
you know, how payment is made and those kinds of things—con-
tracts—I think health centers would readily embrace doing more
for their veterans.

Mr. BILIRAKIS. Yes. And, you know, we would like the veteran to
have the choice to go.

Mr. GERMANO. Absolutely.
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Mr. BILIRAKIS. Instead of the VA saying, you know, you can go
into the community, the veteran should have the choice to go to the
Community Health Center because, again, the care is very good.

Mr. GERMANO. So we have a healthcare for the homeless pro-
gram and probably a quarter of our homeless are veterans. And so
we pull them into the system and help them.

Mr. BILIRAKIS. Well, thank you very much. Thanks for what you

0.

I yield back, Mr. Chairman.

Mr. BUTTERFIELD. The gentleman yields back.

At this time the Chair recognizes Mr. Gianforte from Montana.

Mr. GIANFORTE. Thank you, Mr. Chairman. I appreciate you hav-
ing this important hearing. It is imperative that we find common
ground on these very bipartisan programs so that there are no
lapses in funding.

Community Health Centers, National Health Service Corps,
Teaching Health Centers, and Special Diabetes Program for Indi-
ans, and the mental health are all incredibly important to the
State of Montana.

I fully support these programs and the work they do in our State.
We need to ensure that they are funded. Robust public health pro-
grams lead to future savings and better health outcomes for all.

I am concerned, however, by our lack of ability to pay for in-
creased funding levels for these programs. We need to ensure that
we strike a balance between fiscal responsibility and guaranteeing
that all have access to high-quality primary and mental healthcare.

So I thank the panel for being here today and I want to start
with a question here for Dr. Kowalski, if I could. In your testimony,
you mentioned the differences between type 1 and type 2 diabetes,
and that the American Indian and Native Alaskan population have
a disproportionately higher and are affected by type 2 diabetes, in
particular.

Can you elaborate a little bit on the differences between type 1
and type 2 and also why the Native American population has such
a high incidence?

Dr. KOWALSKI. Sure. So type 1 diabetes is a form of diabetes that
is caused by an autoimmune response to the cells that make insu-
lin, thus rendering people unable to make insulin and requiring re-
placement.

Type 2 diabetes is a metabolic disease where the body makes in-
sulin but it doesn’t work as well. And so why are some populations
more susceptible?

That is a huge area of research but we do know it is very genetic.
Again, earlier I said this is a disease that is stigmatized and I
think tremendously unfairly because these are problems that are
inherited and we see in Native populations across the globe a high-
er propensity.

So this investment in helping people who are underserved with
type 2 diabetes, namely, in this case, our Native populations, pays
huge dividends in terms of the quality of their lives, their reduction
in risk for all of the types of damage that high blood sugar
causes—eye, kidney, and heart disease.

And we have seen the proof is in the pudding. The return on in-
vestment on this program has been very, very high.



92

Mr. GIANFORTE. So you would advocate for increased focus on
type 2 diabetes in Native populations?

Dr. KowALSKI. Both forms of diabetes are under funded by Con-
gress. So we believe that both SDP and SDPI are really a tip of
the iceberg—that there is an unmet need here that is significant.

Mr. GIANFORTE. OK. Thank you.

Mr. Germano, unfortunately, Montana has the highest incident
of suicide in the country. We also have a methamphetamine abuse
epidemic.

What role do Community Health Centers play in serving—ensur-
ing that patients have access to mental health?

Mr. GERMANO. Thank you for that question. Community Health
Centers of today have really embraced what we call integrated be-
havioral health. There is a stigma tied to going to a mental health
system for some people, and unfortunately so. But they’ll go to
their family doctor—their Community Health Center.

We have embedded behavioral mental health folks in our pri-
mary care practices. We introduce them to them. We connect them
to those. We screen for those behaviors—depression, anxiety. We
connect them to resources. We work together with their family doc-
tor, nurse practitioner, PA.

So it is a huge access point for people who could be, you know,
subject to, you know, taking their lives, which unfortunately is also
the case in my region, and that’s why we have done a lot in this
space.

The addiction piece is another growing element of the health cen-
ters. We have gotten into the medically assisted therapies in a big
way and in combination with also our behavioral health services
because it takes not just the therapies but also the mental health
support as well.

Mr. GIANFORTE. Yes. I recently held a round table on mental
health and substance abuse, and I was surprised at how inter-
twined these two things are and very hard to diagnose between.

Can you talk about what the Community Health Centers are
doing, given how closely related mental health and substance abuse
are?

Mr. GERMANO. Well, the first thing is we had to get over our own
biases and understand, and I think we have, very quickly—that
there is definitely a behavioral health component to a lot of these
situations and needs of our patients and working collaboratively,
like I said, between our primary care clinicians and our behavioral
health specialists and our psychiatrists, in some cases, who think
about what’s best for the patient and their families and their sig-
nificant others. So that’s it.

Mr. GIANFORTE. OK. I want to thank the panel, and these are
important programs. We need to make sure they continue.

With that, I yield back.

Mr. BUTTERFIELD. The gentleman yields back.

The gentleman from Illinois, Mr. Rush, is recognized for 5 min-
utes.

Mr. RusH. —that are vital to my constituents and, importantly,
it is absolutely critical, Mr. Chairman, that we do not allow the
DSH payments to be cut now or in the future. The funding—this
funding is critical to my county—Cook County’s level one trauma
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centers and burn centers and emergency preparedness plans for my
county, and if these cuts were to go into effect, not only these serv-
ices but all healthcare services that serve those folks in need would
be severely at risk and it would be—this is totally unacceptable
and I am glad to see this subcommittee taking an aggressive and
upstanding posture as it relates to coming up with some solutions
for this pending problem, and I am proud to be a part of this sub-
committee under the leadership of the chairman.

I want to take a moment to discuss Community Health Centers.
You know, Community Health Centers assure that healthcare is af-
fordable and accessible for patients in my district and around the
country. There are eight federally funded health centers in my dis-
trict that serves almost 341,000 patients each and every year, and
in my State 2 out of 10 patients are unserved, and 6 out of 10 are
Medicaid beneficiaries. Without Community Health Centers, we
would be far worse off than we are right now.

And so I have a question I want to ask Mr. Germano. Mr.
Germano, I am concerned about pharmaceutical deserts—pharma-
ceutical deserts. Does your health center dispense prescriptions?

Mr. GERMANO. We have—yes, we do. We do quite a bit, actually.

Mr. RusH. All right. There are many drug stores—Walgreen’s
and CVS, CVS particularly—that are closing down in underserved
communities and putting at risk particularly the elderly who de-
pend on these drug stores for their filling of their medication—re-
filling of their medication.

With these closures, seniors, the poor, those who are risk, those
who are ill, have to travel many miles in order to get their medica-
tion, and that is why we—there have been some published articles
around pharmaceutical—what they call pharmaceutical deserts.

So my question, if given the authority do you believe that there
is a role that Community Health Centers can play in running free-
standing pharmacies and would it be helpful if there were public-
private partnerships between private pharmacies and Community
Health Centers?

Mr. GERMANO. Thank you for that question, Congressman.

Around me are a number of frontier health centers. They’re out
in communities where the local private pharmacist has retired or
left, and you’re right, there is no pharmacy in their community and
they have to travel an hour or two, in many cases, to the small cit-
ies that they can get to.

It really is a problem with compliance. My health centers have
worked really hard—my colleagues out there in terms of things like
mail order pharmacies to try to connect people that way.

There is telepharmacy that is being, you know, developed out
there that can help as well. We keep stocks of medicines—certain
kinds of medicine—to get people started until we can find a more
stable source.

Health centers have pharmacies. Many of them do. Many of them
run their own. In my case, it is a public-private partnership. We
have a local pharmacy that actually is embedded in my health cen-
ter. So we work together to deliver that service to our patients.

It really is about compliance and what’s in the best interest of
the patient.

Mr. RusH. Thank you, Mr. Chairman. I yield back.
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Mr. BUTTERFIELD. I thank the gentleman.

The Chair now recognizes himself for 5 minutes—5 absolute min-
utes.

Mr. Germano, again, thank you. As the other colleagues have
said, thank you for being here today.

Last week, I visited Lincoln Community Health Center in Dur-
ham, North Carolina, which is formerly Lincoln Hospital, which
was named for the 16th President of the United States.

Lincoln is Durham County’s main provider and primary
healthcare for low-income, under insured, and uninsured patients.

The chief medical officer there and his team do remarkable work
under very difficult circumstances. Seventy percent of the patients
treated at Lincoln are uninsured or under insured.

Over 70 percent are living at or below the poverty rate. They
epitomize the vital work being done in Community Health Centers
like yours and many others all across the country and I underscore
why today’s hearing is so important.

Sir, let me ask you. I wanted to talk with you about the National
Health Service Corps. You mentioned that you have a number of
them at your health center today.

I have long championed this program. Last Congress I introduced
3862, which is the National Health Service Corps Strengthening
Act, and this year I led the NHSC Member Funding letter to the
Appropriations Committee because I know it is a critical recruit-
ment and retention program for health centers.

Like the Rural Group in my district, they have successfully used
it recruit a number of providers over the years but ran into trouble
last Congress when we let funding expire, at least for a time.

We were eventually able to get the funding extended but the
Rural Health Group lost out on an OB/GYN that they were recruit-
ing at the time. We must extend this valuable program before it
expires once again in September.

You mentioned a bill that I am cosponsoring, H.R. 1943—that’s
not the year I was born but it is pretty close—introduced by my
colleague and good friend, Congressman Clyburn, that would ex-
pand the NHSC.

Can you tell me what it would mean to the program if we were
to enact the funding level proposed in that bill, if you are familiar
with that bill?

Mr. GERMANO. Yes, thank you for that question. That bill would
actually fund every applicant to the program. It would be success-
ful—almost every applicant obtaining a contract to serve in an un-
derserved community.

Right now, only about 40 percent do. So that bill—that funding
bill would allow 100 percent of all applicants to be able to be con-
tracted under the National Service Corps and serve their commu-
nities.

Mr. BUTTERFIELD. Do you support the bill without reservation?

Mr. GERMANO. Absolutely. Sure.

Mr. BUTTERFIELD. Thank you. I yield back.

The gentlelady from Illinois, Ms. Schakowsky, is recognized for
5 minutes.
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Ms. SCHAKOWSKY. Thank you so much, and I am always so grate-
ful to be able to waive onto this subcommittee as these issues are
so important to me.

By 2032, the United States may face shortages of over 100,000
physicians. But I actually would argue that we already have sig-
nificant physician shortages today because of the fact that
healthcare access is not equitable across race, socioeconomic status,
and geographic location.

This status quo is unacceptable for our growing aging population,
for our children, and for all vulnerable communities in our country.

In order to address the shortage and improve healthcare access,
I am fully supportive of all of the bills that are in front of us in
this subcommittee today, especially those that address inequalities.

It is clear that we have to reauthorize the National Health Serv-
ice Corps and the Teaching Health Center Graduate Medical Edu-
cation Program for at least 5 years, if not longer, and increase
funding levels to strengthen our workforce and increase access to
care.

On May 17th, Ranking Member Burgess and I introduced H.R.
2783, the EMPOWER for Health Act—a long acronym—Education
Medical Professional and Optimizing Workforce Education and
Readiness Act—that spells EMPOWER.

And the EMPOWER for Health Act is designed to increase access
to healthcare in underserved areas and ensure that a more diverse
healthcare workforce is able to meet the needs of our entire popu-
lation.

When we pass this bill, we will finally reauthorize critical Title
7 funding for—that would ensure people around the country have
access to skilled physician and medical professionals regardless of
who they are or where they live.

Mr. Germano and Dr. Cooper, I wonder if each of you could dis-
cuss why it is so important that we not only support our physicians
through the National Health Service Corps and the Teaching
Health Center Graduate Medical Education Program but also en-
sure that we are building a diverse healthcare workforce as the
aim of this legislation, the EMPOWER for Health Act. We can start
with you, please.

Mr. GERMANO. Sure. Thank you for that question.

Debt is a huge issue for medical students. The average debt is
$240,000 coming out of medical school, and much higher. I have
had doctors, $300,000, $400,000. My son is a resident. He’s going
to have $400,000 worth of debt by the time he is done. It is unten-
able, and that is a factor in them choosing primary care practice
as an option in residency because, unfortunately, there is a gap be-
tween what certain specialties make and what primary care clini-
cians make. So that’s a problem.

You can even that gap out with things like the National Service
Corps. You can take some of that pressure off and help them to—
make it easier for them to choose what they want to do, which is
to work in primary care if they could.

So I think that is a huge issue. And in terms of the Teaching
Health Centers, we are in the communities that are underserved.
As was mentioned earlier, we look at pipeline. We look at resi-
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dents—medical students—who have a heart and have a connection
to our communities—reflect our communities.

They are the ones who are going to be most effective and success-
ful, and that is why we are such big supporters of it.

Ms. ScHAKOWSKY. Thank you.

Dr. Gordon? Cooper. Dr. Cooper. I am sorry.

Dr. COOPER. So

Ms. SCHAKOWSKY. And if you could talk to about how diversity
then is affected.

Dr. COOPER. So, you know, one of the areas in which I have
spent most of my career is better understanding and addressing
disparities in healthcare, and although there are a lot of different
factors that contribute to those disparities, one significant one is
the lack of diversity among health professionals. So some of the
earlier work that I did actually did document that when there was
ethnic and racial concordance and language concordance between
patients and providers that patients had better experiences and in
some instances actually better quality of care as well.

So we know that it is important, not necessarily that every pa-
tient has an ethnic or racially concordant provider, but we know
that ethnic concordance and we know that diversity within the
health professions actually contributes to better cultural com-
petence among all physicians, right, because it changes the culture
of the profession and it broadens cultural sensitivity and knowl-
edge of different social determinants and those factors within the
profession. So it is critically important.

And T also think that funding for agencies like PCORI that does
address the needs of underserved populations and addresses dis-
parities and care and health outcomes is an encouragement to peo-
ple from diverse backgrounds who want to pursue careers that are
focussed on research. But if they feel that the research that they’re
interested in or that will benefit their communities is not being
supported, that’s also a discouragement.

So I think that, you know, all of these programs—the funding for
training in clinical care as well as in research—are factors that will
help to enhance the diversity of our profession.

Ms. ScHAKOWSKY. Thank you so much. I am way over time. I
yield back. Thank you.

Ms. EsHOO. The gentlewoman yields back.

I now would like to recognize the gentleman from Oregon, Mr.
Walden, for 5 minutes of his questions.

Mr. WALDEN. Thank you, Madam Chair, and again, thanks to all
of you for being here and your testimony and answers to our ques-
tions.

Mr. Germano, health centers are oftentimes the only provider in
our rural areas, and my district is just north of you. You'’re in Red-
ding. I am across the border in Oregon.

So in addition to isolation and distance, what other challenges
should we be aware of that you face? I kind of have an idea be-
cause I spend a lot of time with my health center folks.

But what do you run into? What do you hear from your col-
leagues?

Mr. GERMANO. Well, I think that transportation is a big problem
and particularly sometimes it is tough even getting people into our
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little town of Redding, let alone if they need to go to a big teaching
center like down in Sacramento or San Francisco.

So we run into that issue quite a lot, and there is also smaller
groups of, like, for example, for Laotians and others. Language can
be an issue if it is not common. But there are groups that need
care, and you have to try to wrap services around them that are
effective, so interpretation

Mr. WALDEN. What about broadband and telehealth? What do
you run into there? Do you run into cross-state issues on medical
licensure?

Mr. GERMANO. Yes.

Mr. WALDEN. You mentioned it takes 18 months or whatever to
fill

Mr. GERMANO. Recruit a physician, yes.

Mr. WALDEN. I mean, it seems to me—I mean, I run into this
and youre going across state lines. My district border is Wash-
ington, California, and Nevada——

Mr. GERMANO. Yes.

Mr. WALDEN [continuing]. And the rest Oregon, and some of this
doesn’t make sense anymore in today’s telehealth world to have
these——

Mr. GERMANO. Artificial barriers.

Mr. WALDEN. Thank you.

Mr. GERMANO. Yes.

Mr. WALDEN. Do you run into that?

Mr. GERMANO. Yes, we do. We have to pretty much stay to Cali-
fornia when it comes to telemedicine for those various reasons.
Whether it be liability, licensure, our state requirements, our Med-
icaid plan, it really limits us to our own region and it is problem-
atic on the borders.

Mr. WALDEN. Right.

Mr. GERMANO. That is where you—you know, you could have a
great facility 10 miles north of you and you can’t access it because
you’re in another state.

Mr. WALDEN. Mm-hmm. Yes, we face that a bit on the east side,
going up against Boise or you might be—now, the veterans—I
think Veterans Administration can go nationwide.

Mr. GERMANO. Yes, they figured it out. Yes.

Mr. WALDEN. And there should be a way we could—it is some-
thing we ought to—I don’t know how we deal with this, your state’s
rights versus whatever. But, you know, come on. You might have
the expert 10 miles away——

Mr. GERMANO. Exactly.

Mr. WALDEN [continuing]. And you literally can’t access them. So
and then can you help me and the committee—explain the dif-
ferences between the Teaching Health Center GME program and
other GME programs.

Mr. GERMANO. Very briefly, the graduate medical education
Medicare CMS program is an entitlement program. They go by a
whole separate set of rules. They have to follow the same accredita-
tion requirements we do under the American Council of Graduate
Medical Education. But their funding stream is hospital based,
typically. That is where their funding comes from.
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The Teaching Health Center Program is really about—the fund-
ing runs through the Community Health Centers or the consortia
of partners, and then we are able to, within the scope of those ac-
creditation requirements, tweak their training to reflect our reality.

Mr. WALDEN. Got it.

Mr. GERMANO. For example, we do a lot more in homeless
healthcare with our residents. Our medically assisted therapies is
another, you know, core element of what we do, which is different
than hospital-based training.

Mr. WALDEN. Yes, it is really important and I think we’ve got to
figure out how to make sure we are staffing up—that you are able
to staff up. I run into that as well, just the recruitment and the
retention. What I have also found is if they come through one of
these programs and practice in that area there is a higher likeli-
hood they stay. Is that what you run into as well?

Mr. GERMANO. Well, the data shows that, you know, and we are
a living example. I mean, I would like to keep more. I would like
to keep more of our residents in our community.

But all of them stay in primary—nearly all of them stay in pri-
mary care, key one, and two, almost all of them stay in working
in underserved communities. So that’s the other benefit. If not ours
then their neighbors. So yes, the model does work.

Mr. WALDEN. Mm-hmm. OK. That’s, I think, all I have, Madam
Chair, at this point. So I yield back.

Ms. EsHO0. I would like to work with you on this—on the—you
know, on the licensure and all of the complications of not being
able to go over state lines. It is not defensible anymore and there
are so many communities that would benefit from our fixing that.
So let us put that on the to-do list.

I know that Mrs. McMorris Rodgers is waiting. But we need to
take the Members and then you will waive on. So I will now recog-
nize Mr.—the gentleman from California, Mr. Cardenas, for 5 min-
utes of his questions.

Mr. CARDENAS. Thank you very much, Madam Chairwoman, and
also Ranking Member Burgess for having this important hearing.

It is great that we are talking about these programs and we need
to keep focused on the Americans who are all trying to make sure
that they get better service.

According to the nonpartisan Kaiser Family Foundation, those
who visit health centers are far more likely to be low income and
working poor, by the way, with more than half falling below the
poverty line and are far more likely to come from a community of
color.

Health centers are also far more likely to serve patients that
speak only—other than English, for example, when compared to
other primary care settings. These are the primary care providers
that these communities have come to rely on and where many fam-
ilies have received life-saving care we need to make sure that these
centers actually are able to continue to serve.

Again, I just want to point out that far too often when people
think of people getting care where there is little to no fee to the
actual end user that it is somebody who is not working for a living.
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I want to make it very clear that I know that in my district I
have many, many working poor individuals who fit the results that
the Kaiser Family Foundation research has exposed.

Mr. Germano—in my district we would call you Germano—I am
sorry if I am saying it wrong—so can you talk about some of the
outreach activities that Community Health Centers are able to do
to reach these communities?

Mr. GERMANO. Our health centers in our region and across our
State and our Nation really is about outreach. We have a number
of our staff who that is their job is to reach populations, people who
won’t normally connect with us whatever the situation.

So we work with churches. We work with social services agen-
cies. We work with our police departments, law enforcement. They
come in contact with folks or families or situations—social services
agencies.

So our goal is to make sure that we are connected to all these
other resources and that we welcome everybody into our medical
home.

Mr. CARDENAS. OK. Where would these communities go if they
no longer had access to services provided by Community Health
Centers?

Mr. GERMANO. You know, I shudder to think. The default is the
emergency room, right, and

Mr. CARDENAS. Or no care at all?

Mr. GERMANO. Pardon me?

Mr. CARDENAS. Or no care at all.

Mr. GERMANO. Or they—right. They defer until it becomes a crit-
ical issue, and that would be horrible for everybody.

Mr. CARDENAS. I just had an unfortunate reality conveyed to me
by a young woman who was explaining to me the horrors of her
family’s experience in this country when it came to healthcare.

She had two parents that were working poor. They had to rely
on facilities like this to get their care. Her little brother was born
with congenital conditions that they never could figure out exactly
what it was, and he passed away.

And later on, her father became very, very ill—the father of this
little boy—and he, apparently passed away as well. So two trage-
dies in one family.

And the actual tragedy to her little brother was actually a factor
in why her father passed away way, way too young, because his
exact words to her that she conveyed to me when she said, “Dad,
you’re really sick. You need to go to the doctor,” and this is pre-
Affordable Care Act, because I asked the question—I said, but the
Affordable Care Act.

She said my father passed away a month before the Affordable
Care Act kicked in. He said, “I am sick and tired of seeing all these
bills. I can’t afford it.”

So your—the facilities that we are talking about today are the
facilities that will actually help individuals get access to healthcare
and, secondly, not be afraid—not be afraid of the financial burdens
at least—at least to see a doctor. At least to find out am I going
to die or am I going to be OK.

Mr. GERMANO. You know, even today we see some of our unin-
sured patients come in with late onset diseases and you ask them,
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we've been here—we’ve been—why—they have reasons, and we
don’t fully understand it.

But it is up to us to get the message out that this—you can come
here and you will see a doctor or a nurse practitioner or PA. We
will help you to get medications. Anything we can do within our
four walls we will try to do for you. It gets tougher once you get
outside of our four walls. But we can do a lot within our four walls.

Mr. CARDENAS. And what area of California do you serve?

Mr. GERMmaANO. Up in Redding, California.

Mr. CARDENAS. Do you know a Dr. Lupercio? Have you ever met
him? He works in a hospital. I was curious if you have come across
each other.

Mr. GERMANO. I don’t think so.

Mr. CARDENAS. Pulmonary specialist, born in Mexico, got edu-
cated here. Serving the community. Amazing human being.

Mr. GERMANO. I will have to meet him.

Mr. CARDENAS. Thank you, Madam Chair. I am sorry. I went
over my time. Thank you so much.

Ms. EsHOO. I am a nice chair. I let people go over and finish
their thoughts.

But we are winding down. Now, I would like to recognize the
gentlewoman from New Hampshire, Ms. Annie Kuster of the fa-
mous Kuster family in her home state.

Ms. KUSTER. Thank you, Chairman Eshoo, and thank you for
this hearing and for all you for your patience today.

Many of the programs that we are talking about today are crit-
ical in my home state of New Hampshire where we are in the
midst of a major opioid epidemic. 2017 we had 424 drug overdose
deaths involving opioids and many of the programs that we are dis-
cussing are critical to combatting this epidemic.

I want to give a particular shout out to our Community Health
Centers serving some of the most vulnerable populations in our
rural state. They have been instrumental in providing comprehen-
sive care to those who need it, particularly, after Medicaid expan-
sion under the Affordable Care Act.

And programs like PCORI have funded incredible research at
Dartmouth Medical School in my district, studying treatment for
pregnant women with opioid use disorder.

So I also appreciate that this collection of bills address the work-
force issues that we have been seeing. We are trying to encourage
young people getting into career in technical education in our high
schools, to get an LNA coming out of high school and then go to
our community colleges and then go to our 4-year colleges and
working their way up in the healthcare credentials.

I want to start, Mr. Germano—you spoke of the difficulties in re-
cruiting and retaining primary care physicians to underserved
areas, and I am hoping that you could speak particularly with the
Community Health Center model and the workforce that stands up
the Community Health Centers are especially equipped to handle
many of the public health challenges we face, and if you could
elaborate on how these programs will make a difference for these
workforce issues.
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We have an unemployment rate of 2.4 percent, which is the envy
of many of my colleagues. But it creates tremendous challenges in
rural communities.

Mr. GERMANO. Definitely. The health centers more and more
across this country have become, in my judgement, the de factor
public health department now. They are the ones touching the lives
of great swaths of our community.

No disrespect to public health. They have gone into more the
monitoring and surveillance and those kinds of very necessary
things. So the primary care networks—the Community Health Cen-
ters have been the face of immunizations and sort of other surveil-
lance and interventions.

So yes, we play a critical role as a safety net. That is our job.
That is what we should—one of our jobs—that should be one of the
things we do. Workforce with the lower—I mean, it is a great thing
we are seeing our unemployment rates drop but it creates some
real challenges in terms of recruitment and retention.

Can we stay competitive, and not just about the doctors and the
nurse practitioners but all our front line staff and what have you.
So we are constantly chasing our tail, making sure that we are re-
maining competitive to keep our employees and sustain them.

So, again, ongoing sustainable funding is really critical in us to
predict what we can afford.

Ms. KUSTER. Great. Thank you, and thank you for appearing on
behalf of the Community Health Centers, a great asset to our com-
munity.

Dr. Cooper, I am going to turn to you about the PCORI fund-
ing—that we have researchers at Dartmouth College examining the
outcomes of prenatal care for women receiving medication-assisted
treatment and the research is integral to understanding how to—
prenatal, postpartum, how to support moms to have healthy babies.
Could you discuss how a gap in appropriations will impact projects
like these and the need for predictable and consistent funding?

And just while you are at it, in your opinion are there any other
entity sources—NIH or the Agency for Health Care Research and
Quality—that would be able to fill the gap or is this research that
wouldn’t continue?

Dr. CooPER. I think a gap in funding from PCORI would signifi-
cantly threaten a project such as the one you described for a num-
ber of reasons.

One of them is that oftentimes when we do have results from
such a project and they are positive results the promise that they
hold is that we could then spread them to other settings or dis-
seminate them more widely.

But without ongoing support from an institute like PCORI the
ability to package the materials that have been developed and to
use the learnings from that research to spread to other settings or
to disseminate it would be limited significantly.

Additionally, you would have researchers who are conducting pa-
tient-centered outcomes research who may leave the field because
of that uncertainty and either go back into clinical practice or do
administrative work or something else.

They might also pursue research that is not patient-centered out-
comes research and I don’t think NIH and AHRQ would fill that
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gap completely. I think that there are some institutes at NIH that
support similar work.

For the most part, they don’t support the level of stakeholder en-
gagement that PCORI does. It takes a long time to build partner-
ships with patient advocacy groups, family members, health insur-
ers, health system leaders to conduct the research that ends up
being very practical and sustainable over time, and we don’t get
that kind of funding.

Ms. KUSTER. My time is up. I apologize. I would like to yield
back. But thank you. Thank you.

Ms. EsHOO. The gentlewoman yields back.

I now would like to recognize the gentlewoman from Illinois, Ms.
Kelly, for 5 minutes of questioning.

Ms. KELLY. Thank you, Madam Chair and Ranking Member, and
thank you for your testimonies this morning.

I have heard from patients and providers that PCORI’s approach
to incorporating patients into research process makes the results
more meaningful to people who will actually use it.

Dr. Cooper, you mentioned PCORI’s unique governance structure
with the emphasis on patient input and engagement. For the last
couple of years I have been very involved with legislation dealing
with maternal mortality, and while no one knows exactly what
happens and why there are the healthcare disparities—I mean,
some things we can guess—do you see PCORI being helpful or in-
strumental in dealing with that healthcare disparity? Because
there is a great one in this country.

Dr. COOPER. Most certainly I do see a strong potential for PCORI
to contribute to research in the area of disparities in maternal mor-
tality, one reason being that often women who come from under-
served communities and African-American women in particular
and American-Indian women who have higher rates of either ma-
ternal mortality or infant mortality are not represented in a lot of
studies. So their perspective isn’t given.

And so at PCORI they would have the opportunity to contribute
to the research questions that would be answered and to contribute
to the way that research should be conducted and the way the re-
sults should be shared with other patients and family members
who would need the information in their decision making around
their care.

Ms. KeELLY. I know in these we had OB/GYNs in and I know in
the State of Washington, Native American women died 8 times the
rate of white women, and in my State of Illinois black women die
6 to 1 times rate, which is bigger than the national average.

And then you have been here a long time, so is there anything
we haven’t asked you that you want us to know about PCORI?

Dr. CoOPER. I think the only thing I would say is that I was so
excited when PCORI was funded because it is the kind of work
that I thought was needed for a long time—that we have a lot of
wonderful discoveries and therapies and drugs but they just
weren’t getting out to the people who need them, and people
weren’t able to make sense of a lot of the information that was
coming at them.

And what PCORI allows us to do is actually to compare a lot of
these different developments and discoveries and actually learn
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more about how each one of them works and applies to different
people because they don’t all work the same for everyone and it is
really important to get everyone’s perspective and to tailor those
treatments and the appropriate concerns that people have and to
the appropriate needs and resources within the context where they
get healthcare.

Ms. KELLY. Thank you very much, and I will yield back.

Ms. EsHOO. The gentlewoman yields back.

Now I will recognize the gentlewoman from California, Ms.
Barragan, for 5 minutes of questioning.

Ms. BARRAGAN. Thank you. I wanted to first thank the panel for
being here. There is so much to cover in so little time. But before
I do that, I wanted just to quickly talk about something that’s
going to happen on the second panel. I want to just spend a mo-
ment to discuss the Medicare limited income newly eligible transi-
tion program.

This demonstration program which began in 2010 provides tem-
porary Part D prescription drug coverage for low-income Medicare
beneficiaries not already in the Medicare drug plan.

This program has been incredibly successful in the past 10 years,
saving $300 million and making sure beneficiaries get access to
medication.

I was proud to introduce the Improving Low-Income Access to
Prescription Drugs with my colleagues, Congressmen Olson,
Marchant, and Lewis, that would make the LI NET program per-
manent.

Far too many individuals across America already struggle to af-
ford their prescription drugs. By making the LI NET program per-
manent, we can continue to provide transitional prescription drug
coverage for those with low incomes.

I look forward to advancing our work to help all Americans get
the medications they need.

Now, talking a little bit about Community Health Centers, this
past week in my district I held a round table with Community
Health Centers and other healthcare providers in my district, and
in my district we work very closely with the Harbor Community
Clinic in San Pedro.

And I know there is already been a lot of discussion about what
Community Health Centers do and I also know some of this has
been covered earlier.

But I think it is really critically important. Mr. Germano, if you
could just tell us what the impact would be on communities of color
if the fund is not reauthorized.

Mr. GERMANO. Health centers are very centered in communities
of color around the country. They really are. They have a huge
presence, and not enough, in my judgment.

And if funding becomes destabilized then I think you start losing
those investments that have already been made and it prevents
further investments in those communities because you can’t plan
ahead. It is that certainty again.

Ms. BARRAGAN. So we've recently seen an outbreak of the mea-
sles——

Mr. GERMANO. Yes.
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Ms. BARRAGAN [continuing]. And Community Health Centers
provides, as you mentioned, immunizations. Would that be at risk
if this was not funded?

Mr. GERMANO. It goes back to that public health safety net role
again. We had that situation in my own community where we be-
came ground zero for detection as we had a couple cases in our
community, and public health rallied around us to be that face of
prevention in our community.

Yes, it would be—it would be a loss across this country and a
danger.

Ms. BARRAGAN. Thank you. My district is California’s 44th. It is
south L.A., it is Compton, it is Watts, it is the Port of L.A. It is
a majority minority district. It is about almost 90 percent Latino/
African American, and we have the highest diabetes rate than any
other congressional district in the State of California.

It is also very personal. My mother has diabetes. Family mem-
bers have type 1. And so Mr. Kowalski, what would be the impact
on communities of color if this program were no longer funded—
the Special Diabetes Program?

Dr. KOWALSKI. So the Special Diabetes Program has delivered on
a number of advances that will help anybody with diabetes. But,
of course, in underserved communities you have a much higher in-
cidence and prevalence rates.

We have tremendous momentum on many fronts via treatment,
preventative therapies, and ultimately cures for diabetes, and it
would be a tremendous shame to see us lose that momentum and
what we would be doing is costing individuals time in their lives,
literally, and ultimately our system millions and millions of dollars.

So I urge the Members, as you know, that this program is paying
dividends and it will help all communities who are impacted by di-
abetes.

Ms. BARRAGAN. All right. Thank you.

Dr. Cooper, I want to thank you for your work on the issue of
racial health disparities. It was in 1999 when I was working at the
NAACP that this issue became one near and dear to me.

Can you tell me how the Patient-Centered Outcomes Research
Extension Act of 2019 plays a role in helping address racial health
disparities?

Dr. CooPER. Yes, I would be happy to do that. One of PCORI’s
main focus areas is addressing disparities. So they also focus on
several special populations which include racial and ethnic minori-
ties, persons with low socioeconomic status as well as people who
have many disabilities.

So I think because they have a special portfolio focused on ad-
dressing disparities a lot of that work actually does address issues
that are critical to those communities and those populations.

For example, you might have a new drug or therapy for diabetes.
But what we might not understand is how acceptable is that treat-
ment to people who will have low income or people who live in an
ethnic minority community. Are there stigmas around -certain
kinds of therapies? What about the costs associated with getting
those things or any other barriers to managing their condition that
might get in the way of them benefiting from those therapies, and
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PCORI has the ability to address a lot of those with their research
portfolio.

1\1/1; EsH00. Does the gentlewoman yield? The gentlewoman
yields.

I now would like to recognize the gentlewoman from Delaware,
Ms. Blunt Rochester, for 5 minutes of questions.

Ms. BLUNT ROCHESTER. Thank you, Madam Chair, for the rec-
ognition and for turning the committee’s attention to the critical
public health programs that must be reauthorized this fall.

Just yesterday I introduced legislation to reauthorize another
program set to expire in September—the Personal Responsibility
Education Program, or PREP—and I look forward to working with
my colleagues on the committee to ensure that this and other pub-
lic health programs are reauthorized before the September dead-
line.

Delaware has three federally qualified Community Health Cen-
ters, serve approximately 50,000 patients across the State each
year. So in Delaware that’s one in 19 Delawareans.

And I support both H.R. 1943—the Community Health Center
and Primary Care Workforce Expansion Act—and H.R. 2328—the
Community Health Investment Modernization and Excellence—
CHIME Act, because Community Health Centers need long-term
sustained funding. I think that is a message that we have heard
loud and clear here today.

Delaware has seen the impacts of this firsthand because
Westside Family Health Center became the first Community
Health Center in the country to lose a location because of unstable
Federal funding, a closure that impacted about 2,800 patients who
were disproportionately low income.

So I want to just kind of turn to the issue of planning—short-
term planning but, specifically, on the impact of recruiting and re-
taining particularly primary care physicians.

And I know, Mr. Germano, you talked about this. In Delaware,
it has a huge impact. It is estimated that we have just 815 primary
care physicians in Delaware, down 5.4 percent since 2013.

And so I just wanted to ask you, you talked a little bit about the
impact but and you said—you talked about the fact that wherever
a person is trained they might tend to stay.

So if you could just reiterate that, and also just briefly talk about
suggestions that you would have to incentivize people to continue
to stay and work in those underserved communities.

Mr. GERMANO. Thank you for those questions. The data shows
overall, I had mentioned, that 70 percent of residents stay within
100 miles of where they have trained, and the Teaching Health
Centers go even further. We had more success because we have
looked or providers who meet our mission, who are interested in
our mission, and are many times tied to our communities in other
ways, so have roots or will develop roots there.

So I think absolutely critical. That is the pipeline bringing them
into our system and then getting them through and then helping
them stay.

So I think those are—those are the big ones. Those are the
issues.

Ms. BLUNT ROCHESTER. No, that’s helpful. That’s helpful.
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I am going to shift very quickly to Dr. Cooper. You talked about
PCORI and, you know, one of the reasons why what you shared is
so vital is because of the issue of health disparities and I was hop-
ing that you could spend a little bit of time on that, the impact of
addressing health disparities.

In Delaware, we have the Nemours child health system and
health corps that are key stakeholders in receiving these funds and
doing exciting work. But particularly as it relates to trust in clin-
ical trials and how you get people to actually participate for their
own—the connection to the healthcare system.

Dr. CooPER. Thank you. Yes, so I will just mention briefly, I ac-
tually had a project that was funded that engaged with the
Westside Health Center in Delaware many years ago.

It was not funded by PCORI. It was funded by AHRQ, and we
were able to successfully engage health centers and African-Amer-
ican patients in a project that compared two different approaches
to treating depression.

The difference between that project and my PCORI-funded work
is that I did not have the benefit of the full year of planning to en-
gage all the appropriate stakeholders and to get their input into
the program.

And so when that project ended, even though we showed success-
ful results, it wasn’t actually sustained. But now, with the kind of
funding that PCORI offers, there is actually a full year devoted to
planning and to stakeholder engagement so that everyone sort of
on board with the plan gives input to it and a lot of discussion
takes place about how this program will be sustained if it is shown
to be successful.

Ms. BLUNT ROCHESTER. Excellent. Thank you for sharing that.

Just one last point. Delaware had the sixth highest rate of over-
dose deaths in 2017, and so we know that the opioid crisis is hav-
ing a huge impact, and one of our health centers, La Red, actually
has focused on this.

So I will submit some questions for the record surrounding the
opioid addiction crisis as well. So thank you and I yield back.

Ms. EsHOO. The gentlewoman yields back.

Now it is a pleasure to recognize the gentleman from Georgia,
Mr. Carter, and followed by the patient gentlewoman from Wash-
ington State, Ms. McMorris Rodgers.

So first, the gentleman from Georgia.

Mr. CARTER. Thank you, Madam Chair. I thank all of you for
being here. I know it is been a long day and you’re almost there,
so hang in there, OK?

Certainly important things we are talking about. There is no
question about that. Mr. Germano, I wanted to ask you, do you
happen to know how many health profession shortage areas there
are in this country? Any idea?

Mr. GERMANO. I don’t, but there are a lot.

Mr. CARTER. There is a lot. Most of them in rural areas, I would
assume, as opposed to urban. But I suspect we’d be surprised to
find them in urban areas as well.

Mr. GERMANO. I think there are quite a few in urban areas as
well.
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Mr. CARTER. Right. Right. Earlier, we—earlier one of my col-
leagues asked you about dental health and that is certainly impor-
tant.

First of all, again, I am from Georgia, and remember there are
two Georgias. There is Atlanta, and there is everywhere else, and
it is true. And I represent south Georgia. We got a lot of rural
areas in south Georgia, a lot of healthcare needs.

Accessibility to healthcare is a big concern of ours and a big chal-
lenge and particularly oral healthcare as well, and I was just won-
dering if you could reiterate what you said earlier about oral
healthcare and how important it is, particularly in our most needy
areas like that.

Mr. GERMANO. Well, know that oral health disease is not just a
cosmetic thing. It has the underlayment of causes other problems.
Women who are pregnant with oral health disease could have bad
outcomes with their babies, for example.

We know that we can prevent a lot of this. It is not just having
a dental office. We have embedded dental hygienists in our pedi-
atric practices now where they are going in after the—after the
visit, in many cases, and they are doing a little education and they
are painting the teeth of children so to try to prevent, you know,
cavities and other problems and educating as well.

Oral health disease—number-one pediatric disease in America is
oral health disease.

Mr. CARTER. Right.

Mr. GERMANO. And it is preventable. That’s the thing. A lot of
oral health disease is preventable.

Mr. CARTER. You know, we talk a lot about making sure we
have—with good reason making sure we have doctors in under-
served areas. But there are other healthcare professionals that we
need to concentrate on also such as dentists.

Mr. GERMANO. Yes.

Mr. CARTER. Any others that you can think of that really propose
a glaring void there—healthcare professionals that we just

Mr. GERMANO. Well, I would love to see the role of the phar-
macists be more——

Mr. CARTER. Thank you very much. Oh, did I mention that I am
currently the only pharmacist serving in Congress?

Ms. EsHOO. That was a good answer.

Mr. CARTER. It was a good answer.

[Laughter.]

Mr. GERMANO. I do think there is a role for—the problem is in
the FQHC world, pharmacists are not recognized as billable pro-
viders; hence, it makes it difficult to put it together.

But it makes total sense. My clinicians clamour for that—you
know, that kind of direct clinical pharmacy involvement, not just
on the retail side but on the clinical side. It would make a world
of difference.

Mr. CARTER. Right. Thank you for that.

Let me switch now to a problem that, unfortunately, we are a
leader of in the State of Georgia and that is maternal mortality.
And, you know, it is—it is embarrassing for me to say that and
whereas I do question sometimes how we arrive at some of these
figures because I want to make sure we are comparing apples to




108

apples when we talk about maternal mortality. But we cannot deny
the fact that it is a problem and particularly in the State of Geor-
gia.

And I am just wondering, you know, one of the challenges that
we face, as I mentioned before, is just a lack of providers, and
what—you mentioned earlier, and you are spot on because, when
I served in the Georgia State Legislature, one of the things that we
discovered was that most of the physicians—as Dr. Burgess pointed
out as well—most of the physicians stay where they practice—
where they do their residency—and we learned that in Georgia.

That is why we increased the number of residencies in our State
in order to try to attract physicians and try to get them to stay.

But any ideas on what we can do aside from that to increase the
number of providers, particularly in the—in the rural areas and
particularly in the way of OB/GYNs where we need this for—to ad-
dress the situation of maternal mortality?

Mr. GERMANO. Well, most OB/GYN training programs are in big
cities, so that you are running against it right away in terms of at-
tracting OB/GYNs to rural communities. So that is tough.

But what we can do is to work with, like, our nurse practitioners.

Mr. CARTER. There you go.

Mr. GERMANO. Early prenatal care, getting women in the first
trimester, really critical. Getting them tucked into prenatal care
and then we can help monitor and support them through their
pregnancy. I think that can make a world of difference.

Mr. CARTER. And, you know, scope of practice is pretty much a
State issue. But at the same time, if we—if we empower some of
these other healthcare professionals to give them the opportunity
to serve, I think they can help us to achieve what we are trying
to achieve here.

Mr. GERMANO. I agree.

Mr. CARTER. Very good. Again, thank all of you. This is ex-
tremely important and we certainly support what we are trying to
do here. The question is how we are going to pay for all this. But
nevertheless, this is very important.

And thank you, Madam Chair, and I yield back.

Ms. EsHOO. The gentleman yields back.

And now the ever-patient gentlewoman from the State of Wash-
ington, Mrs. McMorris Rodgers, also the sponsor of H.R. 2818,
which we thank you for. It is an important bill. You are recognized
for 5 minutes.

Mrs. RODGERS. Thank you, Madam Chair, and just thank you ev-
eryone who has been a part of this, the witnesses, and your testi-
mony today.

I am pleased that you are bringing this legislation forward today.
Earlier, Representative Ruiz was talking about the Teaching
Health Centers and how important they are.

I am proud in Spokane to represent one of the Teaching Health
Centers that is making a big difference in our region. We are ex-
cited that Washington State University has built a medical school.
The University of Washington and Gonzaga are partnering on a
rural training track.

I represent an area that has a lot of rural communities and
these—this effort in Spokane is definitely part of the solution.
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When you—when I look at the partnership between the Teaching
Health Center, the universities, the local hospitals, and then our
local VA, we need more doctors. We need more doctors throughout
eastern Washington.

And I am also reminded that where the doctor does their resi-
dency they are more likely to practice. I met a guy, a doctor, not
too long ago who had come from California to Spokane 30 years ago
to do his residence and he is still there.

And it underscores how important it is, these residency pro-
grams. So I am a strong supporter of the Teaching Health Center
Graduate Medical Education Program, that legislation that is be-
fore the committee today.

You know, it is estimated that nationwide we will have more
than 23,000 shortage—we will be short 23,000 doctors by 2025, and
it is really unacceptable. And you see it further in the rural com-
munities where the physician-to-patient ratio is especially stark.

Only 10 percent of physicians practice in these areas, even
though a quarter of the population lives there. Compared to doctors
who trained in the traditional Medicare program, those trained at
Teaching Health Centers are 60 percent more likely to practice pri-
mary care and 30 percent more likely to work in a rural or under-
served community.

I was proud to help lead this legislation in the last Congress
where we doubled the funding, and I am excited and encouraged
that we are continued that effort in this Congress.

Representative Ruiz, Torres Small, Representative Roe and I
have joined in introducing H.R. 2815. What it does is continue the
support for this program by extending it for another 5 years and
increasing the funding and providing more certainty, which we
need across the country.

This legislation and this program is important—meeting the
needs of rural and underserved communities for a new generation
of primary care medical professionals.

The Teaching Health Center has programs that are meeting im-
portant needs in psychiatry, OB/GYN, primary care, internal medi-
cine—you know, the very fields that we need more of our doctors
to be pursuing.

So I have a few questions to Mr. Germano. I wanted to—in your
testimony you talked about the Shasta Community Health Center
electing to become a Teaching Health Center as a means of ad-
dressing the ongoing physician shortage.

And I just wanted you to elaborate on that decision and just com-
ment on how positively that may have impacted your effort to meet
the needs in your community.

Mr. GERMANO. It is a big decision for a health center to be a
sponsoring entity. You have to meet all the accrediting require-
ments. There are resources that go into it.

In the beginning it is tough because your best clinicians become
your teachers, which means you take them out of the direct serv-
ices and now you're teaching.

So the investment is more medium to long-term when you make
that decision. But my job and my board’s job is to look ahead and
look at what’s coming at us, and the shortage was very real then.
It is even more so now.
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So the Teaching Health Center Program is a huge investment in
our future—in our current and into our future, and we are seeing
the paybacks now.

Mrs. RODGERS. Would you just address how your facility com-
pares to other Teaching Health Centers across the country, and
then also—I am afraid I am going to run out of time—the impor-
tance of the 5-year reauthorization?

Mr. GERMANO. Well, each health center has their own sort of re-
ality that they are—the resources they have available to them. So
we are all a little different in that respect. Some are urban. Some
are rural. Some are frontier.

So, you know, we are very rural and, hence, I think we have a
few more challenges we are starting to get our hands around. We
are not having the same exact retention rates as some of the city
pﬁograms but we are getting there. So I am really excited about
that.

And, I am sorry—the second question was?

Mrs. RODGERS. Well, the importance of a 5-year reauthorization.

Mr. GERMANO. We have to—we commit 3 years to every class.
They have to know when we are recruiting. I can’t have a medical
student say to me, are you going to be around in 2 years if this
program is going away? That is not a great recruitment tool into
our program. We need to know—we have to have certainty.

Mrs. RODGERS. All right. A 2-year reauthorization for a 3-year
program just——

Mr. GERMANO. Doesn’t make sense. Thank you.

Mrs. RODGERS. Doesn’t make—OK. I appreciate the chairwoman
for allowing me to waive on today. Thank you.

Ms. EsH00. Thank you for your patience and thank you for your
important work on the—on the legislation. I think that we have
really very strong bipartisan support on this and which is really
pleasing.

Now I am going to recognize the gentleman from Arizona, Mr.
O’Halleran, who is one of the sponsors—key sponsors—of H.R.
2328, 2822, and 2680, 5 minutes of questioning.

And then I think after Mr. O’Halleran we’ll be—we’ll ask the
staff to ready the table for the next panel. But I want to recognize
the gentleman now and thank him for his patience, too.

Mr. O'HALLERAN. Thank you, Madam Chair.

A little perspective—my district is larger than the State of Ari-
zona—I mean, Illinois—60 percent of Arizona. It goes from a few
small urban areas to frontier—a Navajo reservation, a Hopi res-
ervation, 12 Native American Tribes.

Economic conditions on the Tribal lands anywhere from—most of
them 50 to 85 percent unemployment rate, getting worse. You can
imagine the problems associated with that and the quality of life
that people coming in to those areas have to address their lives to
and the change.

You know, Mr. Germano, the National Health Service Corps pro-
vides vital scholarship and loan repayment programs that reduce
workforce shortages in medically underserved areas and it has a
successful retention program.

For instance, a 2012 study found that an amazing—more than
half of the participants in the National Health Service Corps
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stayed in a health shortage area 10 years after their participation
in the program ended.

My anecdotal information in my district, that is not true. Not
that it is not true nationwide, but the realities of this district are
different, and thank God for Community Health Centers.

What effects could we expect to see in rural and medically under-
served areas if we—in the longer authorized and increased funding
for this program?

Mr. GERMANO. Well, I think if it is tough now, I can only imagine
how tough it would be without that loan repayment. The cost of
medical education has gone out of sight and these young people are
making decisions about where they’re going to practice and what
they’re going to practice.

And if they don’t see the opportunity of loan repayment as an op-
tion, it is going to be very difficult for us as Community Health
Centers or any real provider in rural communities to be able to re-
cruit them to our communities.

Mr. O'HALLERAN. Thank you.

Mr. Kowalski, thank you for your testimony here today. And as
you are well aware, the Special Diabetes Program for Indians is
tremendously important.

According to the Centers for Disease Control and Prevention, the
American Indian and Alaska Native communities suffer from dis-
proportionately high rates of diabetes.

This high prevalence, coupled with food deserts and limited ac-
cess to healthcare facilities, can lead to more negative outcomes for
these communities.

In addition, the high level of unemployment, Tribes with the in-
ability to find jobs even if there was the ability to find the economic
conditions under which those were to survive, will you please high-
light how this program effectively supplements the Indian Health
Care Services work in preventing diabetes and related complica-
tions among Native American populations?

Dr. KowALSKI. Thank you, Representative, for that question and
thank you for your leadership in introducing H.R. 2680, which
would increase funding and extend funding for this incredibly im-
portant program.

As you point out, in your State we have Tribes that have diabe-
tes incidence rates of over 50 percent, some Tribes upwards of 80
percent, and they are very underserved.

It is this program that has made significant differences. We talk
about the importance of culturally tailored interventions and we
have seen that in this program.

And I said earlier the proof is in the pudding. We have data-driv-
en metrics in terms of the impact, in terms of glucose control levels
being better, reducing the risk of complications.

For those complications, significant decreases, for example, in
kidney disease and eye disease, which will save money. This is a
critical program for underserved community—the Tribal commu-
nities in your State and across the country that deserves renewal
and re-upping and I, again, thank you for your leadership.

Mr. O'HALLERAN. Well, thank you. And another question for you
is this program has remained flat since fiscal year 2004. It is amaz-
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ing. At the same time, the population served by Indian Health
Care Services increased.

Will you please explain what the effects would be if Congress
simply reauthorized the program but did not increase its annual
appropriations?

Dr. KOWALSKI. So since 2004, if you did just the simple math of
inflation, we are talking about $150 million versus what would now
be $230 million for a problem that has only grown.

So we are, again, under resourced for a problem that is hurting
these communities and costing our economy. We need to do better
and we are seeing results from the program, I think. The up side
is huge here.

Mr. O’HALLERAN. Thank you, Madam Chair. Sorry for taking so
much time, and I yield.

Ms. EsHOO. The gentleman yields back.

And that concludes our first panel. I want to thank each one of
the witnesses. You have done a superb job. I know that this has
been a long hearing. You haven’t had a break.

But we are taking up 12 bills and these are all important to the
American people. So you have given marvellous testimony.

You have underscored the need for stability and confidence in the
program so that we—in our reauthorizations that they have a
longer pathway before reexamination by the Congress, and I think
that that’s a very prudent way to go.

But I just—I couldn’t help but think during the hearing what
would we ever do without what each one of you testified about. All
the people in our country that are being cared for as a result of
your work and your leadership.

So every blessing on each one of you in your work. We thank you
for being here, and we will ask the staff to prepare the table for
the next panel of witnesses.

Thank you, everyone.

[Pause.]

Ms. EsH0O. We now will hear from the second panel of witnesses
and we want to thank you for—I think you were all waiting pa-
tiently. I think you have been here for the better part of the day
and we thank you for that and what you are about to do.

Mr. Thomas Barker, partner and cochair of Healthcare Practice
at Foley Hoag; Ms. Mary-Catherine Bohan, vice president of out-
patient services at Rutgers University Behavioral Health Care; Mr.
Fred Riccardi, who is president of the Medicare Rights Center, and
I want to call on our—the vice chair of our committee to introduce
his constituent, Dr. Michael Waldrum.

Mr. BUTTERFIELD. Thank you very much, Madam Chair, and I
realize the hour is late. It looks like we are going to have votes in
just a few minutes.

But I would like to recognize and to join the subcommittee in re-
ceiving the chief executive officer of—and distinguished professor of
internal medicine and pulmonary and critical care at the Brody
School of Medicine at East Carolina University.

Very briefly, my district consists of 14 counties and one of those
counties is called Pitt County, and this university is a major eco-
nomic engine in Pitt County.
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And so I want to welcome Dr. Michael Waldrum to the sub-
committee and look forward to his testimony. Thank you.

Ms. EsH00. Thank you.

So we will—at this time the Chair recognizes Dr. Green for 5
minutes for your opening statement.

Mr. Barker. I am sorry.

STATEMENTS OF THOMAS R. BARKER, PARTNER, COCHAIR,
HEALTHCARE PRACTICE, FOLEY HOAG; MARY-CATHERINE
BOHAN, VICE PRESIDENT, OUTPATIENT SERVICES, RUT-
GERS UNIVERSITY BEHAVIORAL HEALTH CARE; MICHAEL
WALDRUM, M.D., CHIEF EXECUTIVE OFFICER, VIDANT
HEALTH; AND FREDERIC RICCARDI, PRESIDENT, MEDICARE
RIGHTS CENTER

STATEMENT OF THOMAS R. BARKER

Mr. BARKER. Thank you, Madam Chair—Chairwoman Eshoo, Dr.
Burgess. Thank you very much for the opportunity to appear before
the subcommittee today.

Thirty-eight years ago this week, I started my first job on Capitol
Hill as an intern in this building, and when I walked through the
Rayburn Horseshoe from the Capitol South Metro I never in a mil-
lion years would have imagined that I would have had the honor
of appearing before this subcommittee. So thank you very much for
this opportunity.

I want to clarify at the outset, Madam Chair—you mentioned my
affiliation with my law firm. I want to clarify at the outset that al-
though I was recently appointed the MACPAC, I am not appearing
today on behalf of the Commission.

Rather, I am speaking to you as a healthcare lawyer with many
years’ experience representing both the Government as the chief
legal officer of CMS and HHS. I also represent healthcare providers
and payers in private practice and as a former professor of
healthcare law and policy at George Washington University and
Suffolk University School of Law.

My remarks today focus on the bill that was introduced by Mr.
Engel that deals with the pending cuts in Medicaid DSH payments
that were enacted as part of the Affordable Care Act and that had
been deferred several times since then under current law.

As the members of the subcommittee know, the first round of
DSH cuts will occur in fiscal year 2020. So my testimony, which
I am not going to, obviously, repeat but my testimony focuses on
those pending cuts and it gives a little bit of history of the DSH
payment system, which I hope will be helpful to the subcommittee
as it begins its deliberations on an extenders package.

I think it is important to understand that the DSH cuts of the
ACA did not happen in isolation but, rather, as a part of a nearly
40-year history of Congress recognizing the special needs of Dis-
proportionate Share Hospitals.

In my testimony I went through the history of DSH, which actu-
ally started in 1981, probably in this room, when the House was
beginning deliberations over the Omnibus Budget Reconciliation
Act of 81, which was the first time that Congress told the States
to focus on the needs of DSH hospitals, and that statute was
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amended again in 1987, 1991, 1993, the BBA in 1997 and then
again in 2010 when the ACA was enacted into law.

And my testimony concludes by referring the subcommittee to
recommendations that MACPAC made to structure the DSH cuts
differently by phasing them in over a longer period of time to allo-
cate the cuts first to States that have unspent DSH allocations and
then really—and most importantly, in my view, to restructure the
DSH allotments or the DSH caps to better align the State-specific
DSH caps to the percentage of low-income nonelderly individuals in
a State.

After all, that was the real original intent of DSH when it was
enacted in 1981, which was an agreement by the Reagan adminis-
tration, by the Governors, and by the Congress over how Medicaid
rates should be set by States.

So let me conclude by thank you for the opportunity to testify be-
fore the subcommittee this afternoon. I would be pleased to answer
any questions that you have and I am happy to make myself avail-
able to the members of your staff if you have any questions about
DSH.

Thank you.

[The prepared statement of Mr. Barker follows:]
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TESTIMONY OF THOMAS R. BARKER, J.D.

Madame Chairwoman Eshoo, Dr. Burgess, and members of the Subcommittee:
B INTRODUCTION

Thank you for the opportunity to appear before the Subcommittee today. Thirty-eight
years ago this week, | started my first job on Capitol Hill, as an intern, in this building. | couid
have never imagined, as | was walking into the Rayburn Building from the Capitol South Metro
that morning, that | would one day have the honor of appearing before this Committee, so
thank you for this opportunity.

I would like to clarify at the outset that although | was recently appointed to MACPAC, |
am not appearing today on behalf of the Commission. Rather, | am speaking to you today as a
health care lawyer with many years’ experience representing both the government {as the chief
legal officer of CMS and HHS) and health care providers and pavers in private practice, and as a
former professor of health care law and policy at George Washington University and Suffolk
University School of Law.

I understand that the Subcommittee is in the process of considering the various
Medicaid extenders that must be addressed by Congress before the end of this fiscal year. |
would like to focus on one extender in particular: the disproportionate share hospital cuts that
were enacted as a part of the Patient Protection and Affordable Care Act, or the ACA, in 2010. |
thought it might be helpful to provide a bit of perspective on the original policy behind DSH
payments overall, changes that Congress made to DSH policy to curtail perceived financing
abuses in the late 1980s and early 1990s, and the DSH cuts that were enacted in the ACA. |
think it is important to understand that the ACA policy was not enacted in isolation; it was part
of a decades-long history in addressing the situation of hospitals that treat low-income,
uninsured, and Medicaid patients.

That history may be helpful to the Subcommittee as it moves forward with an extenders
package. This year, the Subcommittee is called on to address the fact that, absent
Congressional action this year, Medicaid DSH payments will be cut by $4 billion this year and 58
billion per year starting in 2021 through 2025. | understand that there is general consensus
among members of the Committee that the full 54 billion cut should not take effect in 2020, !
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hope that my testimony is helpful to the Committee as it considers an appropriate policy with
regard to DSH payments.

A. HISTORY OF MEDICAID DSH POLICY

The original DSH policy in the Medicaid program was actually written in this room during
the mark-up of the Omnibus Budget Reconciliation Act of 1981. At the time, Congress was
trying to provide more flexibility to States in setting Medicaid payment rates to hospitals. Prior
to OBRA’81, States were generally required to pay hospitals on a reasonable cost basis.
Congress, the Reagan Administration and the Governors felt that States should have more
flexibility to design payment policies in Medicaid and so repealed the reasonable cost
requirement. At the same time, Congress was also concerned that giving States carte blanche
authority to set Medicaid payment rates could resuit in under-paying some hospitals, so
Congress included language instructing that States take into account the needs of what became
known as disproportionate share hospitals.

As passed by the House, OBRA instructed States to “take into account the special costs
of hospitals whose patients are disproportionately Medicaid eligible or without third party
coverage.”! The Senate modified this language slightly and instructed States to “take into ...
account the atypical costs incurred by hospitals which serve a disproportionate number of low
income patients.”? In other words, whereas the House focus was hospitals that treated a
disproportionate number of Medicaid and uninsured patients, the Senate focus was more
generally on hospitals that treated a disproportionate number of low income patients.

Ultimately, the Senate language prevailed in conference. However, the Conference
Agreement went on to note that “public hospitals and teaching hospitals which serve a large
Medicaid and low-income population are particularly dependent on Medicaid reimbursement,
and are concerned that a State take into account the special situation that exists in these
situations in developing their rates.”® The statutory language implementing this statement of
Congressional intent now requires that a State plan for medical assistance “take into account ...
the situation of hospitals which serve a disproportionate number of low-income patients with
special needs.”*

B. CURTAILING THE USE OF PROVIDER TAXES AND DONATIONS TO OBTAIN
THE STATE SHARE OF MEDICAL ASSISTANCE

Although Congress first imposed a DSH obligation on States in 1981, it wasn’t until the
Omnibus Budget Reconciliation Act of 1987 that the Congress imposed specific statutory

1 House of Representatives, Committee on the Budget, Conference Agreement to Accompany
the Omnibus Budget Reconciliation Act of 1981, H. Rept. 97-208 (July 29, 1981) at 962.

21d.

3.

4 Social Security Act § 1902(a){13){A)(iv).
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requirements that specified, with some precision, how States were required to implement the
“take into account” requirement.> Congress specified a minimum threshold for the types of
hospitals that States were required to designate as DSH.® Additionally, DSH payments do not
count against a State’s upper payment limit, thereby giving States more flexibility in developing
a payment policy for DSH hospitals.”

This flexibility, however, created the opportunity for States to use provider taxes and
donations that contained a hold-harmiess feature to derive the State share of medical
assistance expenditures. DSH expenditures exploded between fiscal year 1990, when the
federal share of DSH funds was $1 billion, and 1992, when the federal share of DSH funds
increased to $17.4 billion.® Because Congress felt that some of these financing techniques were
abusive, it enacted the Medicaid Voluntary Contribution and Provider-Specific Tax Amendments
of 1991.° Under this statute, a State is only permitted to derive its share of medical assistance
via the use of provider taxes that are broad-based, uniform, and that do not contain a hold-
harmless feature.’® The statute also imposed the first statewide limitation on DSH payments
that was based on DSH payments made to a state in 1992."1

Shortly after Congress enacted the Provider Tax statute, it imposed an additional
limitation on DSH payments. As part of the Omnibus Budget Reconciliation Act of 1993,
Congress imposed a hospital-specific cap on DSH payments. Under the statute, DSH payments
generally cannot exceed the costs that a hospital incurs in providing care to Medicaid patients
and uninsured patients.'? Several years later, as part of the Balanced Budget Act of 1997,
Congress further curtailed DSH by imposing a specific, State-by-State cap on DSH payments in

5 Social Security Act § 1923.

6 1d. at subsection (b){1). In general, a State must designate at least two categories of hospitals
as DSH: first, any hospital with a low-income utilization rate {a fraction that reflects, in part, the
amount of uncompensated care provided by the hospital} of at least 25%. Subsection (b}{1}{A}.
Second, any hospital with a Medicaid inpatient utilization rate greater than one standard
deviation from the mean Medicaid utilization rate of hospitals in the State must be designated
as DSH. Subsection {b){1){B).

742 CF.R. § 447.272(c)(2).

8 Congressional Research Service, “Medicaid Disproportionate Share Hospital Payments” {June
17, 2016) at 2.

9 Pub. L. No. 102-234, 102™ Cong., 1% Sess., 105 Stat. 1793 {Dec. 12, 1991). The main provisions
of the statute are codified at section 1903{w) of the Social Security Act.

10 Social Security Act § 1903(w){3)(B),(C).

11 pyb. L. No. 102-234, supra n. 9, 105 Stat. at 1799 — 1802.

12 Omnibus Budget Reconciliation Act of 1993 § 13621(b}{1), Pub. L. No. 103-66, 107 Stat. 312,
630 — 31 {Aug. 10, 1993). This requirement is codified at section 1923{g) of the Social Security
Act. CMS implementation of this requirement is currently subject to litigation in multiple
United States Courts of Appeal.
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statute.!® Because these caps are trended forward by inflation, the total amount of federal
funds allotted for DSH in 2019 is $12.6 billion.1*

C. ENACTMENT OF THE ACA

By the time that President Obama signed the ACA into law in 2010, there was a clear,
nearly thirty-year history of DSH payments to hospitals. Although Congress had initially
intended to give States broad flexibility to design a DSH payment mechanism, that flexibility
began to be curtailed in 1987. That history, combined with the belief that the ACA was
expected to result in a reduction of the uninsured due to the then-mandatory Medicaid
expansion® and the availability of tax credit subsidies for qualified health plans sold on an
Exchange, led Congress to believe that a reduction in the DSH allotments was warranted.®

As initially enacted, the ACA called for a reduction in total DSH allotments of $500
million in 2014; $600 million in 2015 and 2016; $1.8 billion in 2017; $5 billion in 2018; $5.6
billion in 2019; and $4 billion in 2020.7 Since the enactment of the ACA, Congress has
amended the DSH reduction statute multiple times; under current law, as noted above, the
aggregate reductions to the DSH allotments will begin in 2020 with a reduction of $4 billion,
increasing to $8 billion in 2024 and 2025. The DSH allotments would then return to their
regular statutorily-assigned level in 2026.

D. OPTIONS TO ADDRESS PENDING REDUCTIONS

Congress, of course, has many options available to it to address the pending reduction
of $4 billion. It could further delay the reductions; it could simply repeal the reductions; or it
could phase them in and develop a new policy. Of course, these decisions must be made in the
context of the federal budget deficit and the overall impact of federal and state DSH policy on
safety net hospitals.

13 Balanced Budget Act of 1997 § 4721, Pub. L. No. 105-33, 111 Stat. 251, 511 - 12 {Aug. 5,
1997). The DSH caps are codified at section 1923(f) of the Social Security Act.

1 Medicaid and CHIP Payment Access Commission, “Improving the Structure of
Disproportionate Share Hospital Allotment Reductions” at 4 {March, 2019} {(hereafter, MACPAC
DSH Recommendations).

151n 2012, the Supreme Court, in a 7 — 2 decision, held that the mandatory ACA Medicaid
expansion was unconstitutional. NFIB v. Sebelius, 567 U.S. 519, 575 — 88 (2012).

16 |n addition to the reductions in the Medicaid DSH allotments, Congress also revised the
Medicare DSH formula by holding back 75% of otherwise-payable Medicare DSH funds and re-
distributing those funds based on a hospital’s uncompensated care level. See Social Security
Act § 1886(r){2)(C).

17 Health Care Education and Reconciliation Act, Pub. L. No, 111-152 § 1203{a}{2), 124 Stat.
1029, 1053 — 55 {March 31, 2010). The reductions were codified {and now appear, in their
current form) in section 1923(f}{7) of the Social Security Act.
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One option that Congress may wish to consider is adopting the recommendations that
MACPAC proposed in March of this year. The MACPAC recommendations could be
implemented on a budget neutral basis and phased in more gradually than scheduled under
current law. The MACPAC recommendations contain three parts:

First, rather than applying a $4 billion reduction in 2020, the MACPAC recommendation
would be a $2 billion reduction in 2020, $4 billion in 2021 {rather than $8 billion), $6 billion in
2022 {rather than $8 billion), and $8 billion per year in 2023 — 2029. Under current law, the
DSH reductions end in 2025; under the MACPAC recommendations, they would extend for four
additional years in order to achieve budget neutrality over the 10-year budget window.'®

The second MACPAC recommendation would be to apply reductions to States with
unspent DSH allotments before applying reductions to other States. Not all 50 States are using
their full DSH allotments; under this recommendation, States with unspent DSH allotments
would have their allotments reduced before reducing allotments to other States.

Finally, the third recommendation would be to direct CMS to revise the State-specific
DSH caps to better align the relationship between the DSH allotments in a State and the
number of low-income non-elderly individuals in that State {after adjusting for hospital costs,
using the Medicare area wage index, in different geographic areas). The merit in this
recommendation reflects the simple fact that the current DSH allotments relate back to the
level of historic DSH spending in a particular State in the early 1990s. But that historic DSH
spending may bear little or no relationship to the low-income non-elderly population in that
State today. Revising the formula accordingly would better correspond to the original intent of
the DSH program as enacted by Congress in 1981.

IR CONCLUSION

Madame Chairwoman, Dr. Burgess and members of the Subcommittee, thank you again
for the opportunity to testify before you this morning. | would be pleased to make myself
available to any of you or your staffs if you have any questions or would like further
information.

18 According to the Congressional Budget Office, the MACPAC proposal would actually achieve
budgetary savings ranging from $1 - $5 billion over the period. MACPAC DSH
Recommendations, supra n. 14, at 8.
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Ms. EsHoO. We thank you for that, Mr. Barker, and I love the
history. We never know what paths in life—where they are going
to lead us and take us.

Mr. BARKER. Well, Mr. Waxman was here then. Mr. Dingell was
here then. I certainly remember working for them. Thank you.

Ms. EsHOO. Yes. It is a wonderful story. We stand on great
shoulders.

Now I would like to recognize Ms. Bohan. You are recognized for
your 5 minutes of testimony, and thank you.

STATEMENT OF MARY-CATHERINE BOHAN

Ms. BOHAN. Thank you for the opportunity to testify in support
of the Excellence in Mental Health and Addiction Treatment Ex-
pansion Act, and to share with you how becoming a certified com-
munity behavioral health clinic—CCBHC—has impacted my orga-
nization and community.

I am honored to be there today on behalf of the National Council
for Behavioral Health, a national association that represents 3,100
member organizations who, collectively, serve more than 10 million
adults and children living with mental illness and addiction.

I am further honored to represent Rutgers University Behavioral
Health Care, one of the seven CCBHCs participating in the 2-year
demonstration project in New Jersey.

Established in 1972, UBHC is one of the largest academic behav-
ioral healthcare delivery systems in the Nation and is the largest
behavioral health provider in the State of New Jersey, serving over
18,000 individuals per year.

I have been vice president of outpatient services at UBHC since
2016. I am a clinical social worker by training and I have been a
direct provider and administrator of mental health, addiction treat-
ment, and community-based services for over 35 years in three dif-
ferent States.

I know only too well how siloed mental health and addiction
services can be. Historically, neither system assessed the physical
well-being of their clients, often missing vital information that
should be part of their care.

At Rutgers, CCBHCs have been the vehicle that has allowed us
to finally offer integrated services and provide holistic care to those
we serve.

I would like to take a moment to share what behavioral health
services at Rutgers UBHC look like now as compared to before the
CCBHC implementation.

The three outpatient clinics that were transitioned to CCBHC
served about 3,300 individuals. In the first year of the program, we
increased the number of people served to 5,000. In year 2, we have
treated 6,000 individuals and families.

We currently maintain 300 clients on medication-assisted treat-
ment, or MAT, versus the 30 individuals that we treated the year
prior to CCBHC.

Before the demonstration, the average wait time for first ap-
pointment was 21 days with a no-show rate of 50 percent. Individ-
uals with behavioral health issues need immediate access to care
and we were losing the opportunity to help people at the time that
they identified their need.
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Now we proudly offer same-day/next-day access. Our no-show
rate is down to about 24 percent and continues to drop. When indi-
viduals were disengaged in treatment, outreach was limited to
phone calls or letters. We now engage clients face to face in the
community, person to person.

In one instance, a clinician was concerned about an adolescent
who had missed an appointment and could not be reached by
phone. The case manager did a wellness visit at her home and in-
tervened with the client, who was in the middle of a self-harm epi-
sode.

The case manager contacted EMS, the family, and facilitated get-
ting this client to the appropriate level of care. This type of inter-
vention simply would not have been available to us prior to the
CCBHC.

Two years into this program, Rutgers UBHC is just hitting its
stride. We are positioned to go further and do more for our commu-
nity. But with the continued funding at risk, we have been unable
to hire additional staff or pursue initiatives that would drive fur-
ther innovation.

If the CCBHC demonstration project is not extended past June
30th, the impact on Rutgers UBHC is enormous. Case management
and peer support services will be discontinued, which means our
ability to engage individuals in the community will end.

Without case management and peer support, our same-day/next-
day access model, which relies on a team approach to function, will
be greatly impacted and I fear that wait times will again grow to
be weeks long.

Health screens and subsequent linkage to primary care will be
greatly reduced. The ambulatory withdrawal management program
that treats individuals with opiate use disorder will likely close.

To be frank, if the program expires all of the success I shared
with you today is at risk. We cannot go back to business as usual.
Not Rutgers, not the other UBHCs, and most importantly, not our
clients, because those are the ones who will lose out the most if
this program ends.

So today I am asking for the committee’s support in passing the
Excellence in Mental Health and Addiction Treatment Expansion
Act so that the eight States who are currently operating CCBHC
can continue this work and additional States can be afforded the
opportunity to transform their behavioral health delivery systems.

On behalf of the individuals and families we serve, I would like
to thank this committee for your focused attention on this issue
and I would especially like to thank Congresswoman Doris Matsui
and Congressman Markwayne Mullin for their leadership in spon-
soring the Excellence Act expansion bill.

Thank you, and I look forward to your questions.

[The prepared statement of Ms. Bohan follows:]



122

Statement by Mary-Catherine Bohan, MSW
Vice President of Outpatient Services at Rutgers Health: University Behavioral Health Care

on
Investing in America’s Health: Extending and Expanding Certified Community Behavioral Health Clinics
before
Committee on Energy & Commerce,
Subcommittee on Heaith
U.S. House of Representatives
June 4, 2019
Summary
In 2014, the bipartisan Excellence in Mental Health and Addiction Treatment Act began to address the
desperate need for treatment for addictions and mental ilinesses by establishing criteria for Certified
Community Behavioral Health Clinics (CCBHCs), which provide a comprehensive range of addiction and mental

health services to the communities they serve, especially vulnerable individuals. In return, CCBHCs receijve a

sustainable payment that is reflective of their actual cost of providing services.

Since 2017, clinics in eight states have been piloting this approach and are leading a bold shift to transform
community services into a comprehensive and responsive array of clinics that provide accessible patient-
centered care. CCBHCs have treated hundreds of thousands of individuals, increasing patient caseloads while
decreasing patient wait times. They have hired new staff, started or expanded treatment and recovery

programs. They have expanded access to medication-assisted treatment.

The Excellence in Mental Health and Addiction Treatment Act demonstration is set to expire in these eight
states on June 30, 2019. The Excelience in Mental Health and Addiction Treatment Expansion Act {S. 824/ H.R.
1767} would extend the demonstration by affording the eight original states two more years and expanding

the program to include the other 11 states that originally applied but were not selected for participation. The
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National Council for Behavioral Health and Rutgers University Behavioral Health Care strongly support this

legislation and urge the support of Congress to pass it into law.

Statement

Chairwoman Eshoo, Ranking Member Burgess, and Members of the Health Subcommittee, thank you for the
opportunity to testify in support of the Excellence in Mental Health and Addiction Treatment Expansion Act
and on behalf of Certified Community Behavioral Health Clinics. In 2014, Congress established criteria for
Certified Community Behavioral Health Clinics {CCBHCs}, which provide a comprehensive range of addiction
and mental health services to the communities they serve, especially vulnerable individuals. In return, CCBHCs
receive a bundled Medicaid payment rate that allows them to expand services to previously untreated
populations. Since 2017, clinics in eight states (MN, MO, NJ, NV, NY, OK, OR, PA} have been piloting this
approach and are leading a bold shift to transform community services into a comprehensive and responsive
array of clinics that provide accessible patient-centered care. In the first year alone, CCBHCs served nearly
400,000 people with mental ilnesses and addiction disorders with nearly 20 percent of those individuals
having received care for the first time. However, with CCBHC demonstration funding set to expire on June 30,
2019, access to these lifesaving treatments — and the lessons learned for the nation at-large — could be lost

without immediate Congressional action.

| appreciate the opportunity to speak for the 3,100 Nationat Council for Behavioral Health member
organizations that provide front-line addiction and mental health treatment across the country and for the
more than 120 Certified Community Behavioral Health Clinics across the country. We deeply appreciate
Congress’s interest in extending CCBHCs and allowing the community-based providers who have made
incredible strides the last two years the opportunity to continue expanding access to comprehensive addiction

and mental health services.
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About the National Council for Behavioral Health

The National Council for Behavioral Health is the unifying voice of America’s health care organizations that
deliver mental health and addictions treatment and services. Together with their 3,100 member organizations
serving over 10 million adults, children and families living with mental ilinesses and addictions, the National
Council is committed to all Americans having access to comprehensive, high-quality care that affords every

opportunity for recovery.

About Rutgers University Behavioral Heaith Care

| serve as Vice President of Outpatient Services for Rutgers University Behavioral Health Care. UBHC was
established in 1972 and is one of the largest academic behavioral health care delivery systems in the nation,
and is the fargest provider of behavioral health services in the state of NJ. UBHC serves over 18,000 individuals
per year and provides a comprehensive continuum of services including inpatient, outpatient, acute partial

hospitalization, and community outreach, servicing children, adults, families and veterans.

LEGISLATION 1S NEEDED TO EXTEND AND EXPAND THE CERTIFIED COMMUNITY BEHAVIORAL HEALTH CLINIC MEDICAID
DEMONSTRATION PROGRAM

The Problem

Throughout my career, | have been concerned with how siloed the behavioral heaith system is and with the
circuitous routes one needs to take to get comprehensive care. It is incredibly difficult for individuals and
families to navigate and they often have to navigate multiple systems in order to get their addiction, mental
health and physical health care needs met. Recent data from the Substance Abuse and Mental Health Services
Administration (SAMHSA) indicate that only 43.1 percent of all people living with serious mental illnesses like
schizophrenia, bipolar disorders and major clinical depression receive behavioral health care. The remainder

are served in homeless shelters, hospital emergency rooms and penal institutions, which serve as the largest
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inpatient psychiatric facilities in the U.S. Only one in 10 Americans with an addiction disorder receives

treatment in any given year.*

Thirty five years ago, a client had to be psychiatrically stable in order to address their alcoholism or drug
addiction and they had to be clean and sober for 6 months before a provider would even consider treating
their mental heaith needs. And neither the mental health or addiction systems assessed individuals’ physical
health. We treated above the neck only. We have come so far in that we now treat these disorders
concurrently. However, the behavioral health field has known for well over a decade that individuals with
mental iliness die 25 years sooner than the general public, but we struggled to adequately address their

physical health concerns.

For Rutgers UBHC, CCBHCs have been the vehicle that has allowed us to finally move toward integration of
services and provide holistic care to those we serve. CCBHCs are available to any individual in need of care,
regardless of their ability to pay, including people with serious mental ilness, opioid use disorders, serious
emotional disturbance, long-term chronic addiction, substance use disorders (SUD) and complex health

profiles. Quite simply, CCBHCs are a better way of providing care.

The History

The Excellence in Mental Health and Addiction Treatment Act demonstration established a federal definition
and criteria for Certified Community Behavioral Health Clinics {CCBHCs). As a CCBHC, Rutgers UBHC is designed
to provide a comprehensive range of mental health and substance use disorder services to vulnerable
individuals. In return, UBHC receives an enhanced Medicaid reimbursement rate based on our anticipated

costs of expanding services to meet the needs of these complex populations we serve in New Jersey.

* Park-Lee, E., Lipari, R. N, Hedden, S. L., Krauti}, L. A, & Porter, . D. {2017, September}, Receipt of Services for Substance Use and Mental Health fssues
among Adults; Results from the 2016 National Survey on Drug Use and Health. NSDUH Data Review. Retrieved from https://www.samhsa.gov/data/
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The service selection is deliberate, expanding the range of care available. Rutgers UBHC provides a

comprehensive collection of services needed to create access, stabilize people in crisis, and provide the

necessary treatment for those with the most serious, complex mental ilinesses and substance use disorders.

The required service line for CCBHCs includes but is not limited to the following:

24/7/365 crisis services including a 24-hour psychiatric care facility to help people stabilize in the most

clinically appropriate, least restrictive, least traumatizing, and most cost-effective settings.

Immediate screening and risk t for mental health, addictions, and basic primary care needs
to ameliorate the chronic co-morbidities that drive poor health outcomes and high costs for those with
behavioral health disorders.

Easy uccess to care with criteria to assure a reduced wait time so those who need services can receive
them when they need them, regardless of ability to pay or location of residence. UBHC is proud to
offer our clients same day/next day access for services.

Tailored care for active duty military and veterans to ensure they receive the unique health support
essential to their treatment.

Expanded care coordination with other heaith care providers, social service providers, and law

enforcement, with a focus on whole health and comprehensive access to a full range of medical,
behavioral and supportive services.
Commitment to peers und fumily, recognizing that their involvement is essential for recovery and

should be fully integrated into care.

Positive Impuct of CCBHC on Workforce, Client Access

At Rutgers UBHC, outpatient services before CCBHC provided traditional services, including individual

counseling, group therapy and medication management. Substance use disorder treatment was limited to

three small, state funded grants. Rutgers UBHC transitioned three clinics in Middlesex County, NJ into CCBHC
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programs on July 1, 2017. These clinics collectively served 3,300 unique individuals in the year prior to CCBHC
implementation. Of this number, 100 individuals with substance use disorder were treated and only 30
individuals received medication-assisted treatment (MAT). In the first year of CCBHC, UBHC increased the
number of people served by 65 percent to over 5,000 individuals and tripled the number of persons served
with Substance Use Disorder and those treated with MAT. Across the nation, CCBHCs cared for nearly 400,000
people with mental ilinesses and addiction disorders in the program’s first year alone. Patient caseloads have
increased by nearly 25 percent based on expanded staff capabilities and new programs, with most of the

increase from individuals seeking services for the first time.

Access to care used to be limited primarily to referrals from within the UBHC system. The average wait time for
first appointment was 21 days and half of these individuals would not show up. But now, we proudly offer
same day/next day access for our clients, Qur no-show rate is down to 24 percent, and continues to improve.
Across forty-seven CCBHCs surveyed by the National Council for Behavioral Health in 2018, 78 percent of
CCBHCs can offer an appointment within a week after an initial call or referral compared to the national

average of up to 48 days.

Where before, clinicians and physicians reported that up to fully half of their time with individuals was spent
dealing with social determinants of health like housing, food insecurity, and insurance benefits, UBHC now
employs 15 case managers and 3 peer support specialists who have freed practitioners up to practice at the
top of their licensure. Nationwide, over 2,100 new staff were hired including psychiatrists specializing in

addiction, and children and adolescents.

When individuals become disengaged in treatment, outreach was limited to phone calls or letters. Because of
the CCBHC demonstration, Rutgers UBHC is able to offer staff who work in the community and to check on and

connect with clients face-to-face and person-to-person. In one instance, a clinician was concerned about an
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adolescent who had missed an appointment and could not be reached by phone. The case manager did a
weliness check at her home and intervened with the client who was in the middie of a self-harm episode. The
case manager contacted EMS, the family, and facilitated getting this client to the appropriate level of care. This

type of intervention would not have been available to us in this way prior to CCBHC.

Outlook for Rutgers UBHC if CCBHC Demonstration Expires
As we get near our second full year in this new model, Rutgers UBHC is just now hitting its stride. We are
poised to go further and do more for our community, but with the continued funding at risk, we have been

unwilling to hire additional staff or pursue business agreements with other entities.

if the CCBHC Medicaid demonstration is not extended, the impact on Rutgers UBHC will be enormous. Case
management and peer support services will have to be discontinued. Access to interventions targeted to
address the Opioid Epidemic in our community, such as MAT and Ambulatory Withdrawal Management
(AWM,) is at risk of being restricted or eliminated. Physical health screens and subsequent linkage to primary
care will be greatly reduced. Our same day/next day access model, which relies heavily on a team approach to
function, will return to the traditional model without case management and peer support. Wait times for

appointments will again grow to be weeks long.

Should this program expire, all of the success shared with the Committee today is at risk. We cannot go back to
business as usual, Not Rutgers, not the other CCBHCs and most importantly, not our clients. They are the ones

that will lose out the most if the CCBHC program ends.

Nationai Support for the Continuation of CCBHCs
The National Council appreciates the efforts this Committee, including Representatives Matsui and Mullin, for

introducing legistation to extend and expand Certified Community Behavioral Health Clinics. The Excellence in



129

Mental Health and Addiction Treatment Expansion Act (S. 824/ H.R. 1767) would afford the current eight-
states participating in the Medicaid demonstration an additional two years, while expanding the program to

include the other 11 states that initially applied but were not chosen for participation in the demonstration.

The National Council is proud to support this legislation is concert with over 50 national advocacy
organizations representing providers, consumers, family members, law enforcement officers, first responders

and other interested stakeholders.

Conclusion

Thank you again for considering my testimony in support of the Excellence in Mental Health and Addiction
Treatment Expansion Act {S. 824/ H.R. 1767) that would extend the current eight demonstration states while
expanding the program to include the other 11 states ready to transform their behavioral heaith service

model.
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Ms. EsHOO. Thank you for your outstanding work. It is very
hopeful, what you described to us. Thank you for your testimony.
Powerful testimony.

Now I'd like to recognize Dr. Waldrum. You have 5 minutes for
your testimony, sir. Thank you.

STATEMENT OF MICHAEL WALDRUM, M.D.

Dr. WALDRUM. Thank you, and good afternoon.

And thank you, Chairwoman Eshoo, Ranking Member Burgess,
and distinguished members of this subcommittee for inviting
Vidant Health to testify at today’s hearing.

I am Michael Waldrum, chief executive officer of Vidant Health,
a health system guided by its mission: to improve the health and
well-being of the people of eastern North Carolina, a geographic re-
gion the size of Maryland that 1.5 million people call home, includ-
ing the subcommittee’s vice chair, Congressman Butterfield.

I am honored to speak to you today about the vital importance
of Medicaid Disproportionate Share Hospital, known as DSH, fund-
ing is for my health system and the people and communities we
serve.

Vidant Health is a nine-hospital system and includes one of four
academic medical centers in North Carolina, the Vidant Medical
Center, which is a tertiary referral center and the only level one
trauma center on the Eastern Seaboard between Norfolk, Virginia,
and eastern—and Charleston, South Carolina.

We employ more than 14,000 North Carolinians and contribute
$3.5 billion to North Carolina’s gross State product.

Vidant Health and the hundreds of essential hospitals like it
across the country reach well beyond our walls to meet people
where they live and help communities cope with social, economic,
and environmental factors that affect their health.

We have ample experience with this. The majority of the counties
\éve serve are among the most economically distressed areas in our

tate.

In the Vidant Medical Center primary service area, Pitt County,
60 percent of the public school students are enrolled in free or re-
duced lunch programs and the poverty rate is 24 percent.

Our providers work hard every day to combat obesity, chronic
conditions, the infant and maternal mortality crisis, the opioid epi-
demic, and to support our communities where they live who are
disproportionately burdened by these illnesses.

So we fund programs that empower community partners to over-
come social economic factors that contribute to poor health, from
chronic conditions support to food banks for school health programs
and many other initiatives we are making a difference.

In fact, last year Vidant Health partnered with more than 159
different programs across eastern North Carolina, contributing al-
most $2 million in grant contributions to other social service orga-
nizations which serve more than half a million of our neighbors.

Today’s hearing is about investment in healthcare and these pro-
grams represent our investment in the health and productivity of
our community.

We can do these things because Medicaid DSH helps us ease the
financial pressure that comes with our commitment to meeting the
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healthcare needs of all of our people, including those faced with se-
vere financial hardships.

That commitment to mission translates to more than $200 mil-
lion in uncompensated care costs annually for Vidant Health. Med-
icaid DSH helps close that gap.

Our situation is not unique. The 300 hospitals in our national as-
sociation, America’s Essential Hospitals, alone provide nearly a
quarter of all charity care nationally and more than nine times the
amount of uncompensated care on average than other U.S. hos-
pitals.

Vidant Health and the Nation’s other essential hospitals depend
on Medicaid DSH to offset the financial losses we sustain caring for
our Nation’s most vulnerable people who are often are the most
complex and costliest patients.

This leaves essential hospitals with no financial cushion to ab-
sorb a cut the magnitude of this year’s DSH reduction, $4 billion,
or a total of a third of the DSH funding.

A cut this size would deeply change our ability to meet the needs
of the individuals and families who depend on Vidant Health.
These cuts will be felt even more so by the patients in States that
have not expanded Medicaid, such as North Carolina.

DSH cuts would devastate the Nation’s safety net and jeopardize
healthcare access and jobs in eastern North Carolina and the com-
munities in the country with a particularly acute impact of rural
America and including the rural environment that we serve.

Congress has wisely chosen to delay these cuts four times pre-
viously, each time with strong bipartisan votes. We greatly encour-
age—we are greatly encouraged to see the same bipartisanship on
this issue this year.

We thank Congressman Engel and Olson for organizing a letter
to the House leaders calling for a further delay and we thank the
300 bipartisan House colleagues including the members of this sub-
committee who signed that letter.

Thank you for allowing me to share Vidant’s story.

[The prepared statement of Dr. Waldrum follows:]
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Good morning and thank you Chairwoman Eshoo, Ranking Member Burgess, and distinguished
Members of the Subcommittee for inviting Vidant Health to testify at today’s hearing. I am
Michael Waldrum, chief executive officer of Vidant Health, a health system guided by its mission
to improve the health and well-being of Eastern North Carolina, a geographic region the size of
Maryland that 1.5 million people call home~—including the district of the subcommittee’s vice
chair, Congressman Butterfield.

I am honored to speak to you today about the vital importance of Medicaid disproportionate
share hospital (DSH) support for my health system and the people and communities we serve.

Vidant Medical Center, in Greenville, is one of four academic medical centers in North Carolina.
It is a tertiary referral center and the only level I trauma center on the Eastern seaboard between
Norfolk, Virginia and Charleston, South Carolina. Overall, our system is the site annually of
more than 64,000 inpatient admissions, 347,000 outpatient visits, 265,000 emergency visits,
and 5,600 births.

Vidant Health also is a major employer and source of economic activity in our state. We employ
more than 14,000 North Carolinians and contribute $2.85 billion to the gross regional product
of Eastern North Carolina and $3.5 billion statewide.

But those numbers reflect care largely inside our walls, and they tell only part of the story about
our service to the community and our vision to be a national model for rural health care.

Vidant Health and the hundreds of essential hospitals like it across the country reach well
beyond their walls to meet people where they are and help communities cope with social,
economic, and environmental factors that influence health.

We have ample experience with this. According to the 2016 County Tier Designations, a majority
of the counties we serve are among the most economically distressed areas of our state. In
Vidant Medical Center’s primary service area, Pitt County, 60 percent of public school students
are enrolled in free or reduced lunch programs, and the poverty rate is 24 percent, compared to
about 18 percent statewide. Feeding America calculates that nearly a quarter of Pitt County’s
residents experience food insecurity. With this reality, our care providers work hard to combat
climbing rates of obesity, chronic conditions, the infant and maternal mortality crisis, and the
opioid epidemic.
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So, we fund programs throughout our system that empower hospitals and community partners
to overcome socioeconomic factors that contribute to poor health. From chronic condition
support to food banks to school health programs and many other initiatives, we’re making a
difference. In fact, last year, Vidant Health partnered with more than 159 different programs
across Eastern North Carolina, contributing almost $2 million in grant contributions to other
social service organizations and serving more than half a million of our neighbors.

Today’s hearing is about investment in health care, and these programs represent our
investment in the health and productivity of our community. We can do these things because
Medicaid DSH helps ease the financial pressure that comes with our commitment to meeting the
health care needs of all people, including those who face severe financial hardships.

That commitment to mission translates to more than $200 million in uncompensated care costs
annually for Vidant Health. This includes charity care, bad debt, and shortfalls from government
programs. Medicaid DSH helps close that gap.

Our situation is not unique. The 300 hospitals in our national association, America’s Essential
Hospitals, alone provide nearly a quarter of all charity care nationally and more than nine times
the amount of uncompensated care per hospital than other U.S. hospitals.

Vidant Health and the nation’s other essential hospitals depend on Medicaid DSH to offset the
financial losses we sustain caring for our nation’s most vulnerable people, who often are the
most complex and costliest patients due to their socioeconomic challenges. This leaves essential
hospitals with no financial cushion to absorb a cut the magnitude of this year’s DSH reduction:
$4 billion, or a third of total DSH funding.

A cut this size—and the following year’s unthinkable $8 billion reduction—would deeply damage
our ability to meet the needs of the individuals and families who depend on Vidant Health.
These cuts will be felt even more so by the patients in states that have not expanded Medicaid,
such as North Carolina. DSH cuts would devastate the nation’s safety net and jeopardize health
care access and jobs in eastern North Carolina and communities across the country, with a
particularly acute impact on rural America. It is important to recognize that 102 rural hospitals
have already closed between January 1, 2010 and March 19, 2019.

Congress has wisely chosen to delay these cuts four times previously—each time, with strong
bipartisan votes that underscored the concern of how broadly these cuts could impact care.
We're greatly encouraged to see the same bipartisanship on this issue this year. We thank
Congressmen Engel and Olson for organizing a letter to House leaders calling for a further
delay, and we thank their 300 bipartisan House colleagues, including the members of this
subcommittee, who signed that letter.

Thank you for letting me share the story of Vidant Health, the people and communities we serve,
and the vital need for strong federal funding support to help us meet our mission.
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Ms. EsHOO. Thank you, Dr. Waldrum, very much.
Mr. Riccardi, you are recognized for 5 minutes for your testi-
mony.

STATEMENT OF FREDERIC RICCARDI

Mr. RiccarDI. Good afternoon, and thank you.

Chairwoman Eshoo, Dr. Burgess, and members of the sub-
committee, I am Fred Riccardi, president of the Medicare Rights
Center.

Medicare Rights is a national nonprofit organization that works
to ensure access to affordable healthcare for older adults and indi-
viduals with disabilities through counselling and advocacy, edu-
cational programs, and public policy initiatives.

Thank you for the opportunity to speak with you today about
several bipartisan Medicare-related programs that we urge you to
address in extenders legislation this year.

Specifically, there are three points I would like to share. I re-
quest that for permanent authorization for the low-income program
outreach assistance, the Part D safety net program known as LI
NET, and continue funding for the National Quality Forum.

Doing so will ensure that these initiatives continue to help im-
prove the health and financial stability for people with Medicare.

Every day on our national consumer help line we hear from peo-
ple who are struggling to cover healthcare and prescription drug
costs. For many, particularly those with low or fixed incomes, the
program’s premiums and cost-sharing amounts are just out of
reach.

Already half of Medicare beneficiaries—nearly 30 million peo-
ple—live on approximately $26,000 or less a year and a quarter of
them live on approximately $15,000 or less a year, and healthcare
costs are taking up larger and more disproportionate share of bene-
ficiaries’ very limited budgets.

Thankfully, assistance is available. The Medicare Part D extra
help benefit helps beneficiaries access the prescription drug pro-
gram by paying their premiums and lowering the cost of their co-
payments.

Additionally, the Medicare savings program pays for Medicare
Part B premiums. But people don’t always know how to access
these programs or how to apply for them and, as a result, they may
not be getting the help or the care that they need, which can lead
to worse health outcomes and higher costs.

The extra help in the Medicare savings program benefits increase
affordability and access to care can truly be lifesaving, helping
beneficiaries manage chronic conditions and better meet the needs
of daily living.

At Medicare Rights, we have seen people access extra health ben-
efit in the Medicare savings program and acquire transplants and
heart surgery and treatment for Parkinson’s disease.

One such program encompasses outreach and enrollment efforts
aimed at enrolling more people into the extra help and Medicare
savings program benefit, authorized by the Medicare Improvements
for Patients and Providers Act—known as MIPPA—of 2008.

This funding allows community-based organizations to connect
beneficiaries with limited incomes to these programs, and since
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2009 the program has helped nearly 3 million Medicare bene-
ficiaries.

Additionally, the Limited Income Newly Eligible Transition pro-
gram—LI NET—is a safety net program for people who are not
currently enrolled in a prescription drug plan but are eligible for
extra help or have Medicaid or supplemental security income.

We are pleased to endorse H.R. 3029, which would permanently
authorize this critical program and we are grateful to Representa-
tives Olson, Barragan, Marchant, and Lewis for championing this
effort.

We also support continued funding for the National Quality
Forum introduced by Representatives Chu, Engel, and Carter. H.R.
3031 would allow the National Quality Forum to build upon quality
measurement, advancements already underway to create high-
quality, high-impact, and more cost-efficient healthcare system.

Finally, as you develop an extender’s package or otherwise look
for opportunities to improve the Medicare program, we respectfully
ask that you prioritize the bipartisan bicameral BENES Act, cham-
pioned in the House of Representatives by Representatives Ruiz,
Walorski, Schneider, and Bilirakis.

The BENES Act would, in part, simplify the Part B enrollment
process and better inform those approaching Medicare eligibility
about the responsibilities.

Thank you for your time and consideration. Again, healthcare
and prescription drug affordability are ongoing challenges.

Adequately funding and making permanent these programs I've
discussed today will help ensure that older adults and people with
disabilities can access and afford high-quality care.

[The prepared statement of Mr. Riccardi follows:]
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Introduction

Chairwoman Eshoo, Dr. Burgess, and members of the House Committee on Energy and
Commerce, Subcommittee on Health: | am Fred Riccardi, president of the Medicare Rights
Center (Medicare Rights). Medicare Rights is a national, non-profit organization that works to
ensure access to affordable health care for older adults and people with disabilities through
counseling and advocacy, educational programs, and public policy initiatives. We provide
services and resources to nearly three million people with Medicare, family caregivers, and
health care professionals each year.

Thank you for the opportunity to speak with you today about several bipartisan initiatives that
must be extended without delay if they are to continue to help Medicare beneficiaries’ build
their health and economic security.

Supporting Low-Income Medicare Beneficiaries

One such program encompasses the federal outreach and enrollment efforts originally
authorized under the Medicare Improvements for Patients and Providers Act (MIPPA) of 2008.

MIPPA provides targeted funding for community-based organizations—including State Health
Insurance Assistance Programs (SHIPs), Area Agencies on Aging (AAAs), Aging and Disability
Resource Centers (ADRCs), and the Benefits Enrollment Centers (BECs) supported by the
National Council on Aging’s (NCOA) National Center for Benefits Qutreach and Enrollment—to
help low-income Medicare beneficiaries apply for assistance programs for which they are
eligible, including two that make Medicare more affordable:!

1) The Medicare Part D Extra Help/Low-Income Subsidy (LIS/Extra Help), which helps
beneficiaries pay for their Part D premiums and reduces their out-of-pocket prescription
drug costs,” and

2) The Medicare Savings Programs (MSPs), which help eligible beneficiaries afford their
Medicare Part B premiums and, if other requirements are met, may also pay additional
cost-sharing.?

Currently, grantees in 50 states and the District of Columbia are carrying out MIPPA outreach
and enrollment activities, with evidenced success. Since 2009, MIPPA grantees have helped
nearly three million Medicare beneficiaries with limited incomes obtain much-needed
assistance with prescription drug and health care costs.®

® National Council on Aging. "MIPPA at a Glance,” available at: https://www.ncoa.orgfwp-content/uploads/MIPPA-at-a-glance- 2018, pdf.

* Medicare Rights Center, Medicare Interactive. “Extra Help Basics,” available at: https:/fwww medicareinteractive. org/get-answers fcost
saving-programs-for-people-with-medicare/the-extra-helplow-income-subsidy-lis-program /extra-help-basics,

* Medicare Rights Center, Medicare Interactive. "Medicare Savings Program basics,” available at: https://www.medicareinteractive.org/get-
answers/cost-saving: -for-people-with-medicare/medicare-savings-proy amb-slmb-gifmedicar i program-basics.

1 National Council on Aging. "MIPPA at a Glance,” available at: https:/fwww.ncoa.orgfwp-content/uploads IMIPPA-at-a-glance-2018 pdf,

* Based on 2019 grantee reports submitted to the Admin ion for ity Living and Centers for Medicare & Medicaid Services;
obtained by the National Council on Aging.
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Similarly, the Limited Income Newly Eligible Transition (LI NET) Program also helps low-income
people with Medicare access the care they need, by providing them with temporary
prescription drug coverage while they apply for Medicare Part D.® The program, which expires
in September 2019, in 2018 alone helped almost 800,000 low-income beneficiaries avoid gaps
in coverage.”

Together, these programs and resources support the health and well-being of older adults and
people with disabilities. Absent this assistance, many people with Medicare would have no
choice but to forego needed coverage and risk exposure to significant out-of-pocket costs.

Consider Ms. W, who is legally blind and receives around $1,000 a month from Social Security.
When she first became eligible for Medicare, she reached out to an enrollment counselor
because she was confused about her Medicare coverage and having difficulty affording it.
Working with the counselor, she applied for the Medicare Savings Program (MSP) and Extra
Help drug subsidy and was enrolled in the benefits—which now save her more than 56,500
each year on health care costs.

While Ms. W was able to obtain affordable coverage relatively seamlessly, not all low-income
beneficiaries, including Mr. R, share her experience.

Mr. R, a recent Medicare Rights’ client, could not afford Medicare Part B or Part D premiums—
leaving him without coverage for outpatient care or prescription drugs. Facing a health crisis, he
sought treatment at the ER, which he assumed his Part A would cover. Unfortunately for Mr. R,
Medicare Part B, not Part A, pays for outpatient emergency room care. Though he has since
applied for Medicare's low-income assistance programs, he's still on the hook for the full cost
of his ER visit and remains uninsured while his applications are being processed.

Unmet and Growing Need

Ms. W and Mr. R are not alone in facing difficulty navigating and affording coverage. Health
care and prescription drug affordability consistently present as top trends on Medicare Rights’
National Consumer Helpline.? Given that many people with Medicare live on limited incomes
that cannot keep pace with high and rising drug prices, the perennial nature of these calls is
alarming, but not surprising. Medicare costs can be especially burdensome to low-income
individuals, particularly those living on fixed incomes.

Currently, half of all Medicare beneficiaries—nearly 30 million older adults and people with
disabilities—live on $26,200 or less per year, while one quarter have incomes below $15,250

® Centers for Medicare & Medicaid Services. "Medicare Limited Income NET Program,” available at: https:/fwww cms gov/Medicare/Eligibility
and-Enrollment/LowlncSubMedicarePresCov/MedicarelimitedincomeiE T.html,

? Rep. Pete Olson office press release. “Reps. Olson, Barragan, Marchant & Lewis Act to Ensure Affordable Prescriptions for Low-Income

Families,” {May 28, 2019) available at: https://olson.house govw/media-center/press-releases freps-olson-barrag-n-marchant-lewis-act-to-

ensure-access-to-affordable,
¥ Medicare Rights Center. "Medicare Trends and Recommendations: An Analysis of 2017 Call Data from the Medicare Rights Center's National
Helpline” {April 2019) available at: https://www medicarerights org/pdff2017-helpline-trends-report, pdf,




139

and less than $14,550 in savings.? At the same time, health care costs are taking up a larger and
more disproportionate share of beneficiaries’ limited budgets. In 2016, nearly 30% of Medicare
households spent 20% or more of their income on health care, while only 6% of non-Medicare
households did so0.1° Out-of-pocket costs for prescription drugs represent a significant share of
this amount, accounting for nearly one out of every five beneficiary health care dollars. !

The consequences of health care and prescription drug unaffordability are significant, both for
the Medicare program and those who rely on it. Beneficiaries who cannot purchase their
medications or pay for coverage may be forced to go without care—leading to worse health
outcomes and quality of life, hospitalizations, or even death. And the cost to the Medicare
program is also extreme, as beneficiaries who forgo needed care and experience declining
health as a result may need more costly interventions later, like emergency department or
inpatient care.!?

Troublingly, many low-income beneficiaries are not getting the assistance they need, and for
which they are eligible:

¢ Almost three million Medicare beneficiaries eligible for the Part D Low-Income Subsidy
(LIS/Extra Help) are not enrolled.’® The LIS/Extra Help program helps low-income
beneficiaries pay for their prescription drugs and is valued by the Social Security
Administration as saving beneficiaries an average of 54,900 a year.! Improving
enrollment in this important program is a critical component toward reducing out-of-
pocket prescription drug costs for those who can least afford them.

e Less than half of eligible low-income beneficiaries receive help for assistance paying
Medicare Part B monthly premiums ($135.50 in 2019) through a Medicare Savings
Program (MSP).** These programs, including the Qualified Medicare Beneficiary [QMB]
Program, Specified Low-Income Medicare Beneficiary [SLMB] Program, and Qualifying
Individual [Ql] Program help pay Medicare costs for people with limited income and
savings.’® 17 Absent this assistance, many are left un- or under-insured.

’Jacobson. Gretchen et aI Kanser Famnl\f Foundatlon “Income and Assets of Medlcare Beneficiaries, 2016-2035," (April 21, 2017), available at:

b Cnbanskl luliette et al., Kaiser Family FDundatan “The Financial Burden on Health Care Spending: Larger for Medicare Households than for

Non-Medicare Households,” (March 1, 2018), available at: https://www.kff.org/medicare/i brief/the-f ial-burden-of-health-care-
spending-larger-for-medic I fds-than-for-r i I holds/.

it Kaiser Family Foundation. “10 Essential Facts about Medicare and Prescription Drug Spending,” [lanualv 29, 2019), available at:

https:/ fwww.kff orginfographic/10 ial-facts-about-medicare-and-prescription-drug-spending/,

¥ Lee, Shinduk et al., "Attitudes, Beliefs, and Cost-Related Medication Nonadherence Among Adults Aged 65 or Older With Chronic Diseases,”
{December 6, 2018) Prev Chronic Dis 2018;15:180190, available at: https://'www nebi.nbm nih.govipme farticles /PMCG202 137/,

* National Council on Aging 2019 internal data

" Social Security Administration, "Extra Help with Medicare Prescription Drug Plan Costs,” available at:

https://www.ssa gov/benefits fmedicare/prescriptionhelp /.

¥ MedPAL. “Medicare Savings Program | and Eligible N llees,” (lune 2017) available at: https:/fwww.mac pac.gov/wp-
content/uploads/2017/08/MSP-Enrallees-and-Eligible-Non-Enrollees.pdf,

' For more Information: hitps://www medicareinteractive. org/get-answers/cost-saving-programs-for-people-with-medicare/medicare-savings-
programs-gmb-simb-gifmedicare-savings-program-basics,

7 Medicare Rights Center. “Medicare Savings Prog financial eligibili idelines,” avai at:
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With health-related expenses projected to consume a greater share of beneficiaries’ income
over time, if left unaddressed these affordability challenges will only worsen.!® At the same
time, the pressures of a rapidly growing Medicare-eligible population, increasing amounts of
debt among seniors, and a retiree savings shortfall are likely to further amplify the problem and
underscore the importance of programs like MIPPA and LI NET.*?

Improving Quality

I'd also like to speak to the importance of high-quality care in Medicare, which the National
Quality Forum (NQF) helps to ensure.

A non-profit membership organization—of which the Medicare Rights Center is a longtime
member and active participant—NQF recommends best-in-class quality measures for use in
federal and private systems. Highly vetted and trusted NQF-endorsed measures operate in key
Medicare programs, such as the Merit-based Incentive Payment Systems (MIPS), Accountable
Care Organizations (ACOs,) and other reporting initiatives across settings.

NQF’s critical work directly impacts national health outcomes. Federal improvement programs
that use NQF-endorsed quality measures have reduced patient harm in hospitals by 21%, saving
125,000 lives and $28 billion in costs. The 3.1 million fewer harms to patients achieved from
2010-2015 include a 91% decrease in central line infections and a 16% decrease in surgical site
infections. Hospital readmission rates for Medicare patients have decreased by 8% since

2012.%

As the health care landscape continues to evolve, it will be ever-more important that the right
quality measures are in place across all payers and systems. The NQF is uniquely positioned to
ensure the quality measures used in care delivery and payment reform continue to be reliable
and effective.

Medicare-Related Extenders Legislation

H.R. 3039, g bill to provide for a 5-year extension of funding outreach and assistance for low-
income programs

H.R. 3039 would extend Medicare outreach and enrollment efforts to low-income beneficiaries
for five years and increase annual funding from $37.5 to $50 million. We commend Reps.

™ Cubanski, Juliette et al., Kaiser Family Foundation. “Medicare Beneficiaries Out-of -Pocket Health Care Spending a Share of Income Now and
Projections for the Future,” (January 26, 2018), available at: https://www.kif.crg/report-section/medicare-beneficiaries-out-of-pocket-health-
care-spending-as-a-share-of-income-now-and-projections-for-the-future-report/.

¥ pMedPAC, “The next generation of Medicare beneficiaries,” (June 2015) available at: http:fwww medpac.gov/docs/default
source/reports fchapter-2-the-next-generation-of-medicare-beneficiaries-june-2015-report- pdf?sfursn=0.

¥ National Quality Forum press release. “Reps. Chu, Engel, Carter Introduce Bipartisan Legislation to Continue Funding for National Quality
Forum,” (May 29, 2019) available at:

hitp:/fwww, qualityforum.org/News And Resources/Press Releases/2019/Reps  Chu, Engel, Carter Introduce Bipartisan Legislation to Co
ntinge Funding for Mational Quality Forum aspx,
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Gomez (D-CA) and Dingell (D-MI) for recognizing the need for additional program funding and
urge you to also pursue a permanent authorization.

As discussed earlier, the Medicare Improvements for Patients and Providers Act (MIPPA) of
2008 allocated funding for community-based organizations to connect low-income Medicare
beneficiaries with programs that make their health care and prescriptions more affordable.
MIPPA grantees also provide Part D counseling to Medicare beneficiaries who live in rural areas
and promote Medicare’s prevention and wellness benefits.?! This work has led to important,
proven results. To date, MIPPA resources have enabled grantees to:
e Assist 2.7 million individuals in need;??
* Help increase the number of low-income Medicare beneficiaries enrolled in the
Medicare Savings Programs from 6.4 million in 2008 to 9 million as of June 2018;2*
e Target rural communities and other high-need, hard-to-reach populations to improve
access to help with rising Medicare prescription drug costs.

The infrastructure to successfully continue this work, including processes and a trained
workforce, already exists. However, static, short-term funding allocations and looming program
expirations fail to provide the assurances and stability necessary to conduct maximally effective
outreach.

Adequate, stable funding would allow the community-based organizations and state agency
partners who conduct these activities—including SHIPs, AAAs, ADRCs, and BECs—to dedicate
the sufficient resources and permanent staff that is needed to best serve the growing number
of older adults and people with disabilities who need help accessing affordable health care.

Earlier this month, thirty-five national organization members of the Leadership Council of Aging
Organizations (LCAO)—including the Medicare Rights Center—endorsed additional, permanent
funding.?* Again today, we urge you to establish permanent annual funding of $50 million for
these activities. Doing so is the best way to ensure the continued availability of critical supports
that help Medicare beneficiaries with the greatest needs maintain and improve their health and
financial well-being.

The Improving Low Income Access to Prescription Drugs Act (H.R. 3029)

Introduced by Reps. Olson (R-TX), Barragan (D-CA), Marchant (R-TX) and Lewis (D-GA), the
Improving Low Income Access to Prescription Drugs Act (H.R. 3029) would permanently

! Medicare Rights Center. “Medicare-covered preventive services,” available at: http://www.medicarerights.org/fliers/Original
Medicare/Medicare-Covered-Preventive-Services. pdfPnrd=1.

** Based on 2019 grantee reports submitted to the Administration for Community Living and Centers for Medicare & Medicaid Servic es;
obtained by the National Council on Aging.

2" National Council on Aging. “Medicare Savings Program E;
security/benefits sualizations fmedicare-savings-program-visualization/,

** Leadership Council on Aging Organizations. “LCAD Letters on Medicare Outreach and Enroliment,” (available at): https:/fwww leao.orgfleas-
letters-on-medicare-outreach-and-enrollment/,

le at: https:/fwww.ncoa.orgfeconomic-
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authorize LI NET. The Medicare Rights Center is pleased to support this legislation, which would
provide much needed certainty and assistance to low-income Medicare beneficiaries.

LI NET ensures that people with Medicare’s Low-Income Subsidy who are not yet enrolled in a
Part D prescription drug plan are still able to obtain immediate prescription drug coverage. The
program provides these individuals with temporary Part D prescription drug coverage, covering
all of a beneficiary’s prescriptions—at any pharmacy—as long as the medication is not excluded
from Part D coverage. Qualifying beneficiaries are covered by Li NET until they are enrolled ina
standalone Medicare Part D prescription drug plan.

LI NET also offers retroactive prescription drug coverage for new “dual eligibles” —those
individuals who are newly eligible for both Medicare and Medicaid, or Medicare and
Supplemental Security Income (SSI).

H.R. 3031, a bill to amend titie XVill of the Social Security Act to extend funding for quality
measure endorsement, input, and selection under the Medicare program

Introduced by Reps. Chu {D-CA), Engel {D-NY), and Carter (R-GA}), H.R. 3031 would reauthorize
for five years current-level {$30 million) funding for the National Quality Forum for quality
measure endorsement, input, and selection under the Medicare program. We endorse this
legislation.

Through its multi-stakeholder membership of more than 430 organizations, NQF facilitates an
open and thorough dialogue across the public and private sectors on health care measurement
and improvement strategies, with the goal of improving health and health care quality for ail
Americans.

As an active member of NQF, the Medicare Rights Center urges this Committee and Congress to
continue federal funding for the National Quality Forum so that we can continue to build upon
the advancements aiready underway to create a high-quality, high-impact, and cost-efficient
health care system.

Conclusion

Based on our work with people with Medicare and their families, we know that health care and
prescription drug affordability are ongoing challenges. Every day on our National Consumer
Helpline, we hear from older aduits and people with disabilities who are struggling to cover
these costs.

While an array of significant reforms to the current heaith care and drug pricing systems are
needed to meaningfully lower prices and increase affordability, there are steps Congress can
take right now to improve the health and economic security of current and future Medicare
beneficiaries. This includes ensuring the permanent availability of resources and programs that



143

support outreach and assistance to Medicare beneficiaries with limited incomes, as well as
continued funding for those that promote high-quality care.

Thank you again for the opportunity to be here today. We look forward to working together to
ensure that all people with Medicare have access to affordable, high-quality care.
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Ms. EsHO0O. Thank you very much, Mr. Riccardi, and to each one
of the witnesses.

We have now concluded your statements for this panel. But there
are votes on the floor. So what we are going to do is recess for
about 25 minutes to a half hour. Depends on how long the votes
are. I think there are three of them.

Let us just say we'll resume in 30 minutes, and to ask our ques-
tions of you. So you have a little bit of a break, and we are going
to run over to the Capitol and we will see you in a bit, OK?

Thank you. The committee is in recess.

[Recess.]

Mr. BUTTERFIELD [presiding]. All right. I guess we need to pro-
ceed, if we can. We will now move to Member questions and I will
recognize myself for 5 minutes.

Dr. Waldrum, thank you again for your testimony today and for
the work that you do in eastern North Carolina, particularly for
vulnerable populations. It has been very helpful to understand the
potentially devastating impact onto Vidant Health if Medicaid DSH
reductions were to take place this year.

The Affordable Care Act included DSH reductions with the ex-
pectation—the expectation that Medicaid expansion would lead to
a decrease in hospital uncompensated care costs.

However, only 33 States and the District of Columbia have ex-
panded Medicaid.

Dr. Waldrum, North Carolina has yet to expand Medicaid. Is
that correct?

Dr. WALDRUM. Yes.

Mr. BUTTERFIELD. The majority of the counties that you serve
are among the most economically distressed areas in our State. I
can certainly say that for a fact.

Can you discuss the difficulties of being a safety net provider in
a nonexpansion State?

Dr. WALDRUM. Thank you for the question.

Yes. So Medicaid expansion, clearly, is important to us and our
region, and providing care in a distressed safety net organization
and region is always a challenge.

As you know, we serve primarily a rural environment and North
Carolina has the second largest rural population in the country and
eastern North Carolina has 1.3 million citizens in rural environ-
ments.

And so we are always looking at how we provide care to those
environments, and hospitals and providers in rural environments
are challenged. You have had a lot of the discussion about that
today as I listened to the deliberations this morning and we all
know some of the issues.

There is a higher burden of disease in the citizens that live in
rural environments with obesity, cancer, cardiovascular disease,
and diabetes, as you have heard this morning, and the aging popu-
lation in rural environments with a shrinking population.

And but people still live there, and in some services with some
of the dialogue this morning, OB services, for instance, in a num-
ber of our hospitals we only have on average one baby a day. And
so you have to have the infrastructure to provide services to those
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patients. But we do not get enough revenue to cover the cost for
those services.

So that puts a burden on us. But if we didn’t have those services,
the mothers and babies would have to travel in some areas over
an hour to have their baby.

Mr. BUTTERFIELD. So this is affecting your bottom line, to be
sure.

Dr. WALDRUM. For sure.

Mr. BUTTERFIELD. And when your bottom line is impacted, other
things are impacted as well?

Dr. WALDRUM. Well, it just compromises our mission to support
our communities.

Mr. BUTTERFIELD. And you have a concentration in critical care.
Can you discuss the impact that Medicaid expansion could have on
access to critical healthcare services for your patients?

Dr. WALDRUM. Yes. I appreciate that.

So it would—it would give coverage for many types of services
and critical care services. With uncovered care, which is a very
high-cost service, which is my specialty—critical care—having cov-
erage for those services would really help our institution provide
and cover those costs, obviously.

But there are other important services such as behavioral health
and we know that having covered lives with Medicaid expansion
helps us cover things like behavioral health, which helps with the
opioid epidemic.

And so it really goes from ambulatory services like behavioral
health all the way to critical care.

Mr. BUTTERFIELD. Now, the Census Bureau has identified 386
counties in the United States as persistent poverty counties, which
means that a county has been in poverty 20 percent or better for
the last 30 years.

That’s a persistent poverty county—486 in the U.S. and 12 are
North Carolina. Six are in the area covered by your hospital.

Can you speak to the impact that poverty and hunger and nutri-
tion and safe housing have on a person’s health?

Dr. WALDRUM. I can speak to it because I've frequently visited
our communities and one of the communities I think you’re refer-
ring to is Bertie County, which we have a hospital in, and travel,
food insecurity, access to care or coverage, but just to drive to get
access the distance—so access to social services, I mean, you name
it, it affects the people we serve.

Mr. BUTTERFIELD. Has your hospital or your association taken a
position on Medicaid expansion in North Carolina?

Dr. WALDRUM. Yes. We support it fully.

Mr. BUTTERFIELD. OK. Thank you. I have some more, but I think
%)am going to yield back and pass it on to one of the other Mem-

ers.

All right. To the ranking member, Mr. Burgess.

Mr. BURGESS. Thank you, Mr. Butterfield.

Mr. Barker, let me be a little bit provocative. Do we still need
DSH?

Mr. BARKER. I am sorry. Could you repeat?

Mr. BURGESS. Do we still need the disproportionate share fund-
ing?
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Mr. BARKER. Oh, I think so.

Mr. BURGESS. And given that context, what about just the pro-
posed removal of the proposed cuts, just DSH funding goes forward
with no structural reforms? Good idea? Bad idea? Neutral idea?

Mr. BARKER. Well, I guess I would say, again, not speaking for
MACPAC because I am not—technically, I am not yet on MACPAC.
I will be tomorrow. But I do think that MACPAC had a very
thoughtful approach toward the—ending DSH cuts.

I think that MACPAC was trying to be sensitive to the budgetary
impact and that they were concerned that just flat out repeal of the
DSH cuts would have a budgetary impact and so they proposed a
more gradual implementation of the cuts combined with what I
think is equally important and that is rebalancing the State DSH
allocations with low income nonelderly population in a particular
State.

The DSH caps were set at a time that—were set over 20 years
ago and they weren’t based at the time on poverty levels in a State,
and I think maybe it is time to revisit how they’re allocated.

Mr. BURGESS. So if the DSH cuts were wiped out in their en-
tirety, the problems with the formula would still exist?

Mr. BARKER. Yes.

Mr. BURGESS. So—and I think you make this point in your testi-
mony, in your written testimony, certainly—but maybe you can
elaborate a little bit on the fact that historic spending in the dis-
proportionate share funding may bear little or no relationship to
the low income nonelderly population in a given State today?

Mr. BARKER. Yes, I think that is true because the way that the
DSH caps were first established happened at a time when Con-
gress and I think the—it was the George H. W. Bush administra-
tion were very concerned about the explosion in DSH spending.

I pointed out in my testimony that DSH spending went from a
little over a billion dollars in 1990 to $17 billion in 1992, and some-
thing was going on and they wanted to get a handle on it.

And so they imposed a cap, but the cap was just based on what
States were spending in DSH at that particular time. It really
didn’t bear any relationship to the low income or the—the low in-
come rate or the poverty level in a State.

Mr. BURGESS. So I am going to ask you something because I've
always been a little sensitive about this as a physician. I mean, you
look at hospitals who get disproportionate share funding but, of
course, the physician workforce in that area may also be taking
care of a very low income population or uninsured or under insured
population.

There has never really been anything that balances what it costs
providers to be in that area versus what it costs hospitals. As we
heard, one delivery a day doesn’t fund the entire labor and delivery
unit.

But it can also be very difficult for a provider to run a practice
with that type of through put.

Mr. BARKER. Yes, absolutely.

Mr. BURGESS. And has there ever been anything looked at that
would balance the equation for docs as well as hospitals?

Mr. BARKER. I think that is why you are seeing a lot of hospital
acquisition of physician practices just because—that is one of the
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reasons that there has been a growth in hospital acquisition of phy-
sician practices because physicians can’t manage it on their own.

Mr. BURGESS. Which brings us then to what I consider the great
conundrum. It is OK for hospitals to own physicians but physicians
can’t own hospitals, right?

Mr. BARKER. That’s—I think that is correct.

Mr. BURGESS. And we need to fix that. I wait for the judges’
input and we will do that.

Do you think that a full repeal of the DSH cuts makes critical
reforms of the program more or less likely?

Mr. BARKER. I think it would make it less likely just because
the—there wouldn’t be the political impetus.

Mr. BURGESS. And, ultimately, then that is to the detriment of
those populations that DSH was set up to serve in the first place.

Mr. BARKER. Yes.

Mr. BURGESS. Is that—is that a fair assumption?

Mr. BARKER. Yes. Yes.

Mr. BURGESS. Thank you, Mr. Chairman. Oh, that struck

Mr. BUTTERFIELD. Thank you, Dr. Burgess. Thank you so very
much.

Mr. BURGESS. I had a hard time getting that out.

I will yield back.

Mr. BUTTERFIELD. Thank you.

At this time I will recognize the gentleman from New York, Mr.
Engel.

Mr. ENGEL. Thank you, Mr. Chairman.

Medicaid DSH payments—I want to talk about those—they help
hospitals and health systems, serve some of our Nation’s most vul-
nerable communities.

In fiscal year 2017, Medicaid DSH payments amounted to $18.1
billion, allowing safety net providers to deliver free or subsidized
care to millions of Americans.

In October, these vital payments will be cut by $4 billion for the
upcoming fiscal year and $8 billion for the following year. That is
not a good thing to do.

Safety net hospitals regularly operate on thin or negative mar-
gins. In fact, New York hospitals have some of the narrowest mar-
gins in the country. If Congress fails to delay Medicaid DSH cuts,
some of our Nation’s safety net providers will be forced to close,
leaving our constituents in communities without access to an im-
portant source of care.

Fortunately, there is broad bipartisan support for addressing
these cuts. On May 13th, 300 Members of the House joined Con-
gressman Olson and me in pushing for a delay. I urge my col-
leagues to join me in helping preserve access to care for the most
vulnerable among us.

Mr. Chairman, I also want to thank you and the committee for
including legislation which would reauthorize funding for the Na-
tional Quality Forum. I am pleased to sponsor this bipartisan legis-
lation with Congresswoman Chu and Congressman Carter.

The National Quality Forum is one of the Nation’s leaders when
it comes to developing tools for improving healthcare quality and
outcomes.
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Before asking questions of our witnesses, I ask unanimous con-
sent to submit two letters of support into the record, the first from
the American Hospitals Association in support of the Patient Ac-
cess Protection Act, and the second from the Friends of NQF, sup-
porting H.R. 3031.

Mr. BUTTERFIELD. Without objection on both of those requests.

[The information appears at the conclusion of the hearing.]

Mr. ENGEL. Thank you, Mr. Chairman.

Let me ask Mr. Riccardi—in recent years Medicare has made nu-
merous efforts to move away from fee for service, instead toward
a system that rewards value over volume. It is critical that we con-
tifnue to find ways to measure and incentivize the highest quality
of care.

So let me ask you, Mr. Riccardi, as we continue to pursue a
healthcare system that pays for value instead of volume, what role
do you see for the National Quality Forum’s work?

Mr. RICCARDI. An increasingly important one. NQF—we need to
ensure that they remain funded and sustainable for the direction
of value-based care.

NQF has a membership of 450 organizations and the Medicare
Rights Center is an active member of NQF. NQF facilitates dia-
logue across the private and the public sector, creating measures
that operate throughout the Medicare program. In fact, hospital re-
admission rates have fallen by 8 percent and as States pursue
value-based care arrangements and also focus on a variety of initia-
tives, these measures are key.

Increasingly, we are hearing beneficiaries calling our help line
with questions about quality, and as CMS has improved tools for—
to evaluate and determine the quality of a variety of different fa-
cilities and settings, these measure are also key in that in helping
beneficiaries access valuable efficient care. Thank you.

Mr. ENGEL. Thank you. Hospitals use Medicaid DSH payments
to support vital community health programs including initiatives to
address opioid prescription abuse and improve maternal health.

Mr. Waldrum, could you please describe how your hospitals use
Medicaid DSH payments to better care for your local community?

Dr. WALDRUM. I would say I don’t have time and we partner with
our communities. But I will tell you to deal with all of those issues.

But we support a number of local initiatives and I will tell you
one that happens in Conetoe, North Carolina, with Reverend Rich-
ard Joyner.

And so we have funded an initiative because the burden of the
disease in those folks was very high, and so we helped him engage
with the community to build a sustainable model where they edu-
cate children about healthy lifestyles and give them employment on
a farm, and that has brought the parents in and they have a sus-
tainable model to sell their product in our hospitals, and that has
created a college fund and those kids are going to college and are
breaking the cycle of poverty and ill health that they have been
burdened with for decades.

And Ms. Bush, who is a 72-year-old woman in that community,
actually fought against it happening, and today, this morning, she
was on that farm working and she’s been working there for the last
year and she is off 22 of her medicines because she has adopted
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the lifestyle and the habits that are being taught by that farm. So
she is one example, and then these kids are the future of eastern
North Carolina.

Mr. ENGEL. Well, thank you both. I think what you have said is
very important and we all should heed it. Thank you.

Thank you, Mr. Chairman.

Mr. BUTTERFIELD. Thank you, Mr. Engel.

Richard Joyner is a dear friend of mine and I will let him know
that you have acknowledged him today.

The Chair now recognizes the gentlelady from California, Ms.
Matsui.

Ms. MATsuL. Thank you, Mr. Chairman.

Ms. Bohan, thank you for sharing with us how becoming a cer-
tified community behavioral health clinic has benefited your orga-
nization and community.

And we are hearing similar successes from clinics across the
country where the demonstration has expanded treatment capacity
and transformed their ability to meet the growing demands for
community-based services.

Ninety-four percent of all CCBHCs have increased the number of
patients they treat for addiction and nearly two-thirds have been
able to decrease wait times.

With the June 30th funding expiration looming, our CCBHC
demonstration States are now stressing the extreme financial
threat they face to sustain operations and provide vital continuous
care.

I was glad to hear Ranking Member Walden express his support
for extending the Excellence in Mental Health demonstration for
additional 2 years.

Just this morning, I heard from a CCBHC in Oregon how a sus-
tained investment in the program would allow its providers to
reach into the community to further extend access to behavioral
health services for individuals with serious mental illnesses.

In the midst of an opioid epidemic, we should be supporting inno-
vative approaches like CCBHCs to provide integrative primary and
behavioral healthcare. That is why expanding the Excellence in
Mental Health demonstration as the support of interdepartmental
serious mental illness coordinating committee of SAMHSA has
been endorsed by Dr. Sally Satel of the American Enterprise Insti-
tute and has the support of 14 of my Republican colleagues.

People struggling with mental illness and substance use disorder
across the country should be able to benefit the same as patients
in the eight States participating in the demo.

That is why I am fiercely advocating to extend this demonstra-
tion for the participating States and expand it to 11 more States
in my bill with Representative Mullin, H.R. 1767.

In a new report entitled “Bridging the Treatment Gap,” the Na-
tional Council for Behavioral Health surveyed the CCBHCs and the
results offer hope in our Nation’s battle against the opioid crisis.

The report showed, among other things, nearly universal adop-
tion of medication-assisted treatment—MAT—and decreased pa-
tient wait times for these lifesaving interventions.

There is strong evidence that the program is leading to reduced
overdose deaths in upstate New York, and I am also encouraged
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that CCBHCs in Oklahoma are reporting huge reductions in hos-
pital emergency room utilization.

With that as background, Ms. Bohan, I would like to ask you a
few questions. First, I understand that in New Jersey CCBHCs
have opened new service lines like the 24-hour emergency psy-
chiatric care and medication-assisted treatment while serving pa-
tients who have never received care before.

With the sustained funding including in my bill, how can your
CCBHC further integrate and expand services for vulnerable pa-
tient populations?

Ms. BOHAN. Thank you very much for your question and your
support. Can you hear me? Yes. OK.

So you are absolutely right. We have expanded service lines
across the State of New Jersey. Twenty-four-hour mobile crisis
services that did not exist previously in counties like Monmouth
County are now really an integral part of the delivery there and
they have quickly become the—community resources have quickly
become dependent on these services and being able to reach out di-
rectly to CCBHCs.

We are linked in with the Health Information Exchange so that
community partners can really identify that someone belongs to a
CCBHC and we are able to see if someone lands in an emergency
room, and we can quickly get case management out and so forth
to perhaps avoid a hospitalization and reengage them quickly.

Ms. MATsul. That is wonderful.

Ms. BOHAN. And in terms of the opioid epidemic, many of the—
including Rutgers, the programs are looking at bridge programs
from local emergency departments directly to CCBHCs so that indi-
viduals can be started on medication-assisted treatment and
bridged directly over to the CCBHC where they could be main-
tained on this really lifesaving intervention.

Ms. MaTsul. That’s great. What risk would a lapse in demonstra-
tion funding have on your ability to provide holistic services that
address the ongoing opioid epidemic?

Ms. BoHAN. It'll have a huge impact. As I said in my testimony,
there are—all of us have expanded our services, which also means
expanding our workforce.

So we have individuals in place. We've expanded our ability to
prescribe MAT. We have all established ambulatory withdrawal
management programs so the individuals can come in and be in-
ducted on MAT safely, and we are also able to deal with other
medications as well in that setting.

So that is a program that is at great risk across the State.

Ms. Matsul. Well, thank you so much and I really appreciate
your participation. Thank you so much, and I yield back.

Mr. BUTTERFIELD. The gentlelady yields back.

At this time, I will recognize the gentleman from Florida, my
friend, Mr. Bilirakis.

Mr. BILIRAKIS. Thank you, my friend. Thank you, Mr. Chairman.
I appreciate it.

Mr. Barker, the DSH program—and I know that this has been
covered but it is so very important to my State and other States
as well, taking care of the indigent—but the DSH program provides
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payments to hospitals, as you know, serving a disproportionate
number of Medicaid patients and the uninsured.

ACA reduces this payment—the payments by $14 billion from
2014 to 2019. Additionally, due to an arbitrary cap on DSH pay-
ments frozen since the early 1990s, Florida has been inequitably
funded, and I know we are not the only State—funded for DSH
payments compared to other States with much lower uninsured
populations, and this is a bipartisan issue.

So while I am supportive of delaying the cuts, certainly, I am
concerned that simply repealing the cuts would not address the un-
derlying issue.

The antiquated formula created in the early ’90s that continues
to negatively impact Florida and other good States, Florida’s Med-
icaid patients and uninsured they are impacted by this and it is a
real problem.

Should Congress update the DSH formula? Why or why not, sir?

Mr. BARKER. Mr. Bilirakis, were you directing that question
at—

Mr. BILIRAKIS. The question is for Mr. Barker.

Mr. BARKER. Yes.

Mr. BiLIRAKIS. Thank you.

Mr. BARKER. So Dr. Burgess raised this issue——

Mr. BILIRAKIS. Yes.

Mr. BARKER [continuing]. When he was here before, and I do
think that repealing the DSH cuts in their entirety would remove
the impetus to reform the DSH formula. Yes, I agree with that
statement.

Mr. BiLirakis. OK. All right. Very good. Thanks for—you know,
and, again, this is a time to get it done. So how might Congress
consider reforming the DSH formula to better reflect the current
patient population in States like Florida and South Carolina, North
Carolina, but all over the country—New Jersey?

Mr. BARKER. So the DSH caps that are in the statute right now
were based on how much States were spending on DSH in 1991 or
1992.

Mr. BILIRAKIS. Right.

Mr. BARKER. It doesn’t bear any relationship to the number of
low income or uninsured patients in the State whereas the whole
purpose of DSH is to account for the situation of hospitals that
treat a disproportionate number of low income individuals.

And so one idea would be that the DSH allocations be set based
on a measure of low income nonelderly individuals in a State.

Mr. BILIRAKIS. Yes. I mean, again, it has affected so many States
because things have changed since '91. So it is antiquated, and I
appreciate—thank you for the input and hopefully we can get
something done about it.

Thank you, and I yield back, Mr. Chairman.

Mr. BUTTERFIELD. The gentleman yields back.

At this time I will recognize the gentleman from California, Dr.
Ruiz.

Mr. Ruiz. Thank you, Mr. Chairman. There are many issues sur-
rounding the outreach and enrollment for Medicare. So I would
first like to thank my colleague and friend, Congresswoman Din-
gell, for her work on H.R. 3039, which provides the 5-year exten-
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sion of funding for Medicare outreach, enrollment in education for
low income beneficiaries.

This funding will help connect those most in need with critical
assistant programs. But we know that difficulties with Medicaid
enrollment extend beyond this much-needed targeted specific fund-
ing which this funding will help. There are still many who fall
through the cracks through the Medicare enrollment and suffer be-
cause of that.

In fact, most people that are newly eligible for Medicare are
automatically enrolled in Part B because they are collecting Social
Security retirement at the age of 65 and there is that communica-
tion so they automatically enroll.

But a growing number are not, as they are working later in life
and deferring their Social Security benefits. Many of them are in
under insured or uninsured or very little benefits to cover health
insurance in those type of employments.

So unlike those who are auto enrolled in Part B, these individ-
uals make an active Medicare enrollment choice. So taking into
consideration specific time lines and existing coverage.

Far too many seniors make honest mistakes when trying to un-
derstand and navigate this confusing enrollment system. The con-
sequences of Part B enrollment mistakes are significant.

So if you are working, you are not automatically enrolled, you
haven’t enrolled, you don’t have health insurance, you find out
later that you don’t have—you’re not enrolled in Medicare, you
missed the deadline and that includes—the penalties are late en-
rollment penalties, higher out-of-pocket healthcare costs, gas and
coverage, and barriers to accessing needed services.

In 2018, an estimated 760,000 people—760,000 people with
Medicare were paying a Part B late enrollment penalty with the
average penalty amounting to a 28 percent increase in the monthly
premium.

So I introduced a bill that will hopefully close this gap for seniors
who are falling through and it is called the BENES Act, which will
direct HHS to send enrollment notices to individuals approaching
eligibility to educate them on how and when to enroll in Medicare
Part B and close a coverage gap that currently exists for individ-
uals that do not enroll at a specific time.

In other words, it gives these working seniors who deferred their
Social Security a heads up proactively and giving them the oppor-
tunity to learn how and when to enroll so they don’t miss that gap
or fall through the cracks and miss the enrollment.

So, Mr. Riccardi, can you explain this underlying issue as well
as the extent of the problem and what you are hearing from folks
calling in to the Medicare Rights national help line?

Mr. RiccARDI. Yes. And thank you, and thank you for cham-
pioning the BENES Act and also Representative Bilirakis for spon-
soring the bill also.

This trend emerged on our help line as confusion abounds. Medi-
care rules are complicated and, as you mentioned, a majority of in-
dividuals are automatically enrolled into Medicare if they’re col-
lecting Social Security.

But 20,000 people are turning 65 every day, people are working
longer, and they are waiting to also collect their Social Security re-
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tirement benefits since the full retirement age for Social Security
benefits is now age 66 and it is continuing to increase.

And so confusion is found from people of all backgrounds, of all
incomes, and all educational backgrounds, and in particular we are
seeing problems with individuals who may have some other type of
coverage since our healthcare system and health insurance is con-
fusing, and HR specialists and employers are also confused about
how to guide people through Medicare enrollment.

One barrier that could be easily addressed legislatively is to re-
quire that notice be sent to people before they’re turning 65 to in-
form them about their eligibility for Medicare Part B and for Medi-
care.

And just remember, these individuals are entitled to the Medi-
care program but they are going without. This trend had emerged
a few years ago on Medicare rights help line and to this day I still
recall speaking to a client who had worked for a large company,
and he had retiree coverage and he had worked for many years and
contributed to Social Security and the Medicare program, but he
was without Medicare Part B.

And for years, he had this retiree coverage. But it wasn’t until
he had stage four cancer that they no longer would pay for his can-
cer bills.

And so he was caught within this very catastrophic gap in cov-
erage when you are waiting to enroll into Part B but you can’t. And
so he had to go, you know, close to 12 months, 14 months, without
coverage and in his case, him and his wife had to take out a re-
verse mortgage.

And this was one of the first calls that we received on this issue,
and every day we are hearing more and more from people who are
missing their enrollment period through no fault of their own.

And so the BENES Act would do, as you had mentioned, three
really important things. First, it would inform people about their
Medicare eligibility as they are turning 65.

It would simplify the enrollment periods. Generally, people are
very confused about when to enroll into Part B and prescription
drug coverage. It would simplify these enrollment periods.

And lastly, it would do away with this catastrophic gap in cov-
erage that is in place. So thank you for your support.

Mr. Ruiz. Well, thank you for that information and I too want
to thank my good friend, Representative Bilirakis. We join efforts
on a multitude of bipartisan bills together and this is one, I think,
that we are going to pass through the House and get signed by the
President.

Thank you.

Ms. EsHOO [presiding]. Thank you.

I was on the floor to handle a bill. So excuse me for not being
here for a good part of your testimony and thank you again for
really essentially being here all day with us.

Let me just circle back, Mr. Riccardi. I got the tail end of this.
At one time, Social Security would notify an individual that they—
that they would become—becoming eligible by whatever date and
have an explanation, and I've always thought out of all the govern-
ment agencies that Social Security materials are really understand-
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able. They are written so clearly. It is not written in federalese and
all of that.

So people are not notified anymore by Social Security that they
are—that they are about to become eligible for their benefits?

Mr. RiccARDI. For individuals who are not collecting Social Secu-
rity benefits there is no information or separate notice that is pro-
vided to individuals to inform them that they are turning 65 and
that they’re within the window of time to enroll into Medicare.

So, currently, that is not happening.

Ms. EsHOO. Maybe I am confusing Social Security with AARP be-
cause when you are 55 they start telling you that you are going to
turn 65 in 10 years.

Thank you for that. And your legislation addresses this; it closes
the gap. So they will get a notice?

I am sorry. You need to—he can’t hear you.

Mr. Ruiz. So yes, correct. So for those who aren’t drawing Social
Security and retiring, they either continue to work and don’t have
health coverage or enough health coverage, then they don’t get a
notice.

So my bill will send—Dbe proactive and let them know about their
enrolling.

Ms. EsH0O. Let me ask this. Is there still going to be anyone left
out, without a notice?

Mr. RicCARDI. The notice—the notice will improve people’s—the
information that they can access around enrolling, and with that
information people should be able to make a more informed deci-
sion.

Going back to my earlier point, there are a number of bene-
ficiaries who are living on very limited incomes. As I had men-
tioned, a quarter of people are living under, you know, $15,000 a
year. So the cost of Medicare and the Part B premiums can still
be prohibitive to some.

So that’s why we encourage enrollment into the Medicare savings
program because there are some reasons why somebody may not be
enrolled in Medicare because they can’t afford it.

Ms. EsH00O. We had—Mr. Barker, you have—I heard your testi-
mony on disproportionate share of hospitals.

Mr. BARKER. Yes.

Ms. EsHOO. Yes. I would like to know if you know the following.
And I don’t recall exactly how many States decided not to partici-
pate in the expansion of Medicaid with the ACA. Were there 22 or
something like that?

Mr. BARKER. I think 33 States have expanded Medicaid so——

Ms. EsHOO. Thirty-three States. Thirty-three States left—the ex-
pansion, right? And they left a great deal of money on the table.
But, to me, the worst of it all was that the people that they rep-
resented in their States didn’t have the opportunity to enroll.

Having said that, do you know of—in those States how those Dis-
proportionate Share Hospitals have fared? Has their population—
the people that they serve gone up and, if so, exponentially? Do you
have any information on that?

I can’t help but think that there is a nexus between the two. Do
you know?
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Mr. BARKER. I don’t know. I actually think that Dr.
Waldrum——

Ms. EsHOO. Does anyone on the panel know?

Mr. BARKER [continuing]. Might know more than I do be-
cause——

Ms. EsHOO. Dr. Waldrum?

Mr. BARKER [continuing]. His hospital is in a State that has not
expanded Medicaid.

Dr. WALDRUM. Yes, I very much appreciate the question, and I
think it is a very valid point. The States that did not expand Med-
icaid, the facts are pretty clear that we have had more rural hos-
pital closures in those States than we have in States that ex-
panded.

And so the burden that it has placed because of the issues, pri-
marily rural nonexpansion States, that is where the hospitals are
i:loiin% and there is literature to support that it has to do with the
ack o

I;/Is. EsH00. Do you think that you could get that information to
us?

Dr. WALDRUM. Yes, we would be happy to.

Ms. EsH0O. You know, around here rural is a big issue on—no
matter what we do, whether it is telecommunications, technology,
the digital divide, the homework divide, healthcare, transportation,
you name it, rural areas in our country are affected and I that this
is another one.

And when you say that a hospital has closed, that is a very big
deal in Anyplace, USA, much less in a rural area. So I would really
appreciate getting that information and my own sense is, under-
standing pretty well—very well—how DSH works that without an-
other appropriation of those funds, what will happen to these
places?

Dr. WALDRUM. I am certain that more——

Ms. EsH00. What will happen to the people in these places?

Dr. WALDRUM. More hospitals will close. There will be reduction
in services and we know that what happens is that services are
curtailed initially. One that we mentioned earlier, OB services—so
in a lot of rural hospitals they have gotten out of OB services be-
cause of the low volume and that limits access and that is contrib-
uting to the maternal and fetal—I mean, infant mortality crisis in
rural America, and actually there is data that shows that when
that happens the next thing is that the hospital closes and then the
town, the community, suffers and in some cases actually goes
away.

Ms. EsHoo. Wow. What a description. That doesn’t belong in
America. Thank you very, very much.

I now would like to recognize the gentleman from Oregon, Mr.
Schrader, for his 5 minutes of questions.

Oh, I am sorry. Should I go to Mr. Guthrie then?

OK. Mr. Guthrie?

Mr. GUTHRIE. Thanks. Thank you very much. Appreciate it.

Ms. EsHOO. The gentleman from Kentucky. We need to introduce
you appropriately. The gentleman from Kentucky, Mr. Guthrie.

Mr. GUTHRIE. Well, thank you. I appreciate that very much.

Thank you very much.
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So, Mr. Barker, the—I know in one of the opening statements
about the responsibility to stop the DSH cuts—the DSH cuts were
implemented by—what legislation brought forth the DSH cuts? Do
you know?

Mr. BARKER. The ACA.

Mr. GUTHRIE. And the concept—and I understand the question of
my friend from California who was asking about States that didn’t
expand.

I am from Kentucky and we did expand Medicaid. We also set
up exchanges that Kentucky fully embraced and I know our cur-
rent Governor has made some changes but still essentially fully
embraced the Affordable Care Act with—given some changes, going
from State marketplaces to the Federal exchange, but still there.

And my hospitals still—well, first of all, to the hospitals you de-
scribed closing the DSH cuts have never taken place. There has
been no cuts in DSH is my understanding. Is that correct, I think,
Dr. Waldrum?

Dr. WALDRUM. I believe that is correct.

Mr. GUTHRIE. It is correct. So this is

Dr. WALDRUM. It is the lack—it is the lack of the covered lives
by expansion.

Mr. GUTHRIE. Well, Kentucky is having similar issues and we
have the same—we did expand. Do you know—Dr. Barker—Mr.
Barker, so the concept was that you wouldn’t have to have DSH
because everybody is going to be covered if they expand and cre-
ated the exchanges.

Kentucky expanded and created the exchanges, and our hospitals
they’ll have to close if they—some hospitals if they didn’t have
DSH. We are seeing consolidation.

Do you know why the premise of the Affordable Care Act in
terms of DSH hasn’t worked?

Mr. BARKER. My understanding was exactly what you said,
which is that the thinking was that as the number of uninsured
individuals declined, there would be less need for DSH—both Medi-
care DSH and Medicaid DSH.

Mr. GUTHRIE. Right. But so that didn’t happen, did it? I mean,
Kentucky expanded Medicaid. Kentucky created exchanges and
still rely on DSH heavily.

So it seems like that didn’t work. Whatever the concept was
didn’t work. Do you know why it didn’t work? I understand the
premise what was supposed to happen, but it didn’t work.

Mr. BARKER. I can’t comment on why it didn’t work.

Mr. GUTHRIE. OK. So the second thing—so Mr. Waldrum, about
DSH—it is something that, you know, I support. We are going to
have to maintain because of what the effects on hospitals, particu-
larly rural areas.

But let us see if we had a hypothetical to your delay and then
Congress should update the formula to better align the relationship
between DSH allotments in a State and the number of low-income
nonelderly individuals.

So my question, Dr. Waldrum, would your State—would your
hospital—how would—if we realigned that formula, would your
hospital be affected positively and would all of you commit to work-
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ing with us to find a long-term solution that can steer DSH funding
to where it should do the most good?

So would you like to see a change in the formula? I mean

Dr. WALDRUM. So I am not an expert in the complex calculations
and how those are passed down to the States and then how that
would be allocated locally. I am really——

Mr. GUTHRIE. It is to the hospitals. It would be the hospitals.

Dr. WALDRUM. To the local hospitals, correct. And so how that
would flow I am not an expert from a technical perspective. I am
a provider, a physician, and a hospital administrator that tries to
provide services to these communities and cuts promulgated on, as
¥01111 described, very fragile communities and how we serve those
olks.

We wouldn’t want and would oppose those cuts. And so I am not
here to address the technicalities and I am not an expert in that
area.

Mr. GUTHRIE. Any comment on that, Mr. Barker, on the formula
of DSH and how DSH is allocated?

Mr. BARKER. On the Medicaid side, that’s a State-by-State deter-
mination. So the Federal statute

Mr. GUTHRIE. Right.

Mr. BARKER [continuing]. Sets a minimum threshold for classes
of hospitals that have to be designated as DSH but then it is up
to a State to decide within those parameters.

Mr. GUTHRIE. But there is a Federal formula that allots that
money, correct? Like Tennessee doesn’t get much DSH——

Mr. BARKER. Oh, you mean the overall DSH?

[Simultaneous speaking.]

Mr. BARKER. I am sorry, Congressman. I didn’t understand your
question. Yes, you are right. There is a statutory DSH cap.

Mr. GUTHRIE. Right.

Mr. BARKER. Tennessee was not getting any DSH funds back in
1992. But that DSH cap was set on the level of DSH spending in
a State in 1991 or 1992, and the reason Tennessee doesn’t have one
is because they weren’t using any DSH funding back——

Mr. GUTHRIE. Do you think that should be—I think that might
have been when they had TennCare. I am not sure. I don’t know
if there are some Tennesseans who—so do you think that formula
should be—to be fair, to other States, that it be reallocated instead
of based on a 1991-92 number?

Mr. BARKER. I do think—Dr. Burgess raised this issue earlier.
Yes, I do—

Mr. GUTHRIE. Sorry. I was in another meeting.

Mr. BARKER. No. No. No. No. I think that it would be a good idea
to revisit the DSH allocations.

Mr. GUTHRIE. OK. Thanks. I appreciate that. With my last 10
seconds, you know, that DSH was a big pay for the Affordable Care
Act and here we are, and we are going to need to do it. I am not
saying we don’t need to do it. But now reallocating money that has
already been allocated to make sure that hospitals don’t close.

So I appreciate the time, Madam Chair, and I yield back.

Ms. EsHOO. The gentleman—Iet us see. I now would like to rec-
ognize the gentleman, and he is a gentleman, from Oregon, Mr.
Schrader, for his 5 minutes of questioning.
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Mr. SCHRADER. Thank you again, Madam Chair. I appreciate it.

I will follow up a little bit on the line of concern that Congress-
man Guthrie and Congressman Burgess—Dr. Burgess—had talked
about because it sounds like from what we have heard today that
the DSH payment thinking with the ACA didn’t work out quite as
well as we had thought.

Charity care has decreased. That is a good thing. Medicaid care
has increased and, as we all know, Medicaid doesn’t pay full
freight. So I think some of the hospitals, perhaps in Mr. Guthrie’s
district, are still having some trouble balancing the commercial
rates, obviously, with the increase in Medicaid population.

But I think it gets to the central point that, you know, big pro-
ponent of making sure, you know, we make sure these hospitals
and rural hospitals in particular stay in place. You know,
prefigure, recontour this formula that is 20-plus, maybe 30-plus
years old at this point in time makes sense.

I would put in though, as a person whose State actually did to
the Medicaid expansion that whenever if we redo this formula we
should take into account the fact that those States that stepped up
and actually provided healthcare for our low income people there
ought to be no penalty at least for them having done so.

The original Senate language, you know, that was finally imple-
mented when this was all done many years ago, talked about low
income and I think that should still be the major guiding force for
how we approach these payments.

To me, you know, based on what we have heard today, the
MACPAC stuff will be a great starting point in terms of how we
deal with any gradual elimination or reduction—probably not
elimination but reduction in the DSH payments with some tweaks
to make sure that we take into account what’s actually happened,
you know, over the last 20 years and particularly since the ACA
has put into effect.

Mr. Riccardi, just chat a little bit if you don’t mind and follow
up—I talked about this a little bit and it has been talked about
with the previous panel, you know, how important the FQHCs and
the CHCs are for delivering healthcare for a lot of folks that are
uninsured or don’t have access to healthcare, basically.

In trying to incentivize aligning the quality metrics, Oregon has
gone a long way in trying to match up managed care metrics, you
know, with those for FQHCs and trying to make all your guys’ lives
hopefully a little bit easier. You have enough widgets to count. Be
nice just to count, you know, one widget for—one metric, if you
will, for each of those widgets.

So while the States are starting to do some stuff—and I have
some folks in my State rather it just be a State function. I don’t
know if that is the best way to go.

Would you support aligning these, you know, quality metrics be-
tween managed care, Medicaid basically, in the FQHCs and CHCs?

Mr. RiccarDI. Yes. In New York there is an example. I am a
member of a work group where we are partnering with the public
and the private sector, looking at, you know, a variety of quality
metrics in determining, you know, what makes the most sense for
patients and also for providers and other healthcare professionals
to ensure that that information is readily understandable by the
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healthcare workforce and also the patients who need that informa-
tion.

So I do see that collaboration happening. But I think there is,
you know, more that can be done and that’s something that we are
supportive of.

Mr. SCHRADER. So I wonder if it is the role of the Federal Gov-
ernment to help provide an opportunity or incentivize that and
then let the States, depending on their own culture, figure out
what outcomes are most important to them to align themselves
with and hopefully run through CMS, at the end of the day.

Mr. RicCARDI. Yes, and I think that’s why it is so important that
an organization like National Quality Forum is supportive because
they are able to assist, you know, every State with these measures.
And so agreed.

Mr. SCHRADER. Good. Well, that’s all the questions that I had,
Madam Chair. Thank you much and I will yield back.

Ms. EsHOO. The gentleman yields.

And I recognize the gentleman from Georgia, the only pharmacist
in the Congress, Mr. Carter. How is that?

Mr. CARTER. That is very good. Thank you.

Ms. EsHOO. I know that. What was my first clue?

[Laughter.]

Mr. CARTER. Thank you, Madam Chair, and thank all of you for
being here. This is certainly important and we appreciate your
being here and helping us with this.

I wanted to start by saying that, you know, I am very honored
to be the Republican lead on H.R. 3031, working with Representa-
tive Chu and Engel on the National Quality Forum.

I think it is very important. It is very important because it is a
valuable resource for making sure that we have and that we
achieve cost-efficient and high-quality and value-based healthcare
that ensures that all Americans will have quality healthcare, and
we certainly need to continue this program and that is why I am
proud to be a part of that.

I will start with you, Mr. Riccardi, and just ask you, you men-
tioned it in your testimony and I wanted to ask you if you could
just expand a little bit more on the value of the National Quality
Forum, particularly as it relates to Medicare recipients.

Mr. RiccarDI. Thank you for that question, and to add, you
know, the saying goes that it is important that an individual gets
the right care at the right time at the right setting. You may want
to add also at the right cost.

And the